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EXECUTIVE SUMMARY 

 
The Magellan Louisiana Care Management Center conducts an annual evaluation of its Quality 

Improvement Program to evaluate outcomes; review effectiveness; assess goal achievement; evaluate 

the deployment of resources; document and trend input from advisory groups, including members, 

family members and other stakeholder; and to identify opportunities for improvement in the ongoing 

provision of safe high-quality care and service to members.  The evaluation covers a fully integrated 

quality program including recovery/resiliency-focused clinical and medical integration programs. This 

report summarizes the evaluation findings from the Louisiana Care Management Center data from 

March 1, 2013 through February 28, 2014.  In addition, this report assesses progress towards the goals 

ŀƴŘ ǇǊƛƻǊƛǘƛȊŜŘ ƻōƧŜŎǘƛǾŜǎ ǎŜǘ ŦƻǊǘƘ ƛƴ ǘƘŜ ǇǊŜǾƛƻǳǎ ȅŜŀǊΩǎ [ƻǳƛǎƛŀƴŀ /a/ ǉǳŀƭƛǘȅ ƛƳǇǊƻǾŜƳŜƴǘ ǇǊƻƎǊŀƳ 

description, work plan and progrŀƳ ŜǾŀƭǳŀǘƛƻƴ ǿƘƛƭŜ ƛƴǎǳǊƛƴƎ ǘƘŀǘ ǘƘŜ ǎǇƛǊƛǘ ƻŦ ǘƘŜ [ƻǳƛǎƛŀƴŀ /a/Ωǎ 

mission was realized.  

The Program Evaluation is an internal practical document used by Magellan of Louisiana to analyze its 

current status compared to performance and program goals, identify barriers or challenges as well as 

opportunities for improvement, and then to develop interventions to improve or promote care and 

service to the populations served.  This document is not written for public consumption, but to facilitate 

collaborative initiatives with our customer and across the contracted populations.  The Program 

9Ǿŀƭǳŀǘƛƻƴ ǎǳǇǇƻǊǘǎ ǊŜǉǳƛǊŜƳŜƴǘǎ ƻǳǘƭƛƴŜŘ ƛƴ ǘƘŜ {ǘŀǘŜΩǎ vǳŀƭƛǘȅ Improvement Strategy as well as those 

found on pages 88-92 of the Louisiana Behavioral Health Partnership Request for Proposal, and 

provides a summary of the prior yearΩǎ initiatives.   

Key Accomplishments 

 
Key accomplishments during the previous year identified as a result of the development of this 

evaluation include: 

¶ Served 150,791 unduplicated members during the second contract year, an increase of 5.5% from 

the first contract year (142,923) 

¶ Increased unduplicated practitioner provider network 325% since implementation on March 1, 

2012 (3/2012: n=571; 3/2014=2,428) 

¶ Received full URAC accreditation, effective to January 1, 2017 

¶ Met goals for all Performance Guarantees for telephone responsiveness, claims administration, 

clinical, and satisfaction outcomes 

¶ Answered 99,578 calls with a 17-second average speed of answer (ASA) and a 2.57% abandonment 

rate, meeting contractual performance guarantee goals for telephonic responsiveness 

¶ Improved both member and provider satisfaction.  Member satisfaction increased from 82.5% for 

contract year one to 84.5% in contract year two.  Provider satisfaction improved from 80.2% to 

87.6% 
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¶ Attained penetration rate of 11.16%, for minor members (21 or younger), which is 4.4 percentage 

points higher than the SAMHSA Medicaid average penetration rate of 6.7% for children receiving 

behavioral health services 

¶ Increased current enrollment in the Coordinated Systems of Care (CSoC) by 48.6% when comparing 

end of contract year data   

¶ Expanded Coordinated System of Care (CSoC) services providers by 26% since the beginning of the 

partnership; the remaining four regions are scheduled for implementation in 2014. 

¶ Reduced readmission rate by 23% for 6 high-volume facilities  

¶ High-utilizer rounds resulted in 58% fewer bed days for top 30 identified bed day members 

Realigned both internal and external processes and procedures to meet federal waiver 

requirements, including launch of initial Independent Assessment/Community Based Care 

Management (IA/CBCM) phase and completion of all required reporting 

¶ Increased utilization of Assertive Community Treatment by 66.79%, with 2305 unique members 

receiving services 

¶ Processed more than 900 Permanent Supportive Housing Independent Assessments and helped 

move a total of 250 members to Medicaid 1915i eligibility while actively managing the 

authorizations of all 2,878 members in PSH.  

¶ Partnered with LSU Health Sciences Center and Tulane departments of psychiatry to provide 

trainings in Child-Parent Psychotherapy (CPP-LSU) and Parent Management Training (PMT-Tulane) 

to improve clinical program for our 0 ς 6-year-old members  

¶ Increased  the total number of contracted prescribers by 27% and the number of contracted 

psychiatrists by 27.8% since implementation  

¶ Recognized by the Attorney General (AG) of Louisiana for best practices in reporting Fraud, Waste, 

and Abuse (FWA); increased number of FWA reports submitted to the AG (12 in contract year one 

and 36 in contract year two) by 200%, with 15 reports being actively pursued by the AG 

¶ Received a total of 960 members referrals from the Bayou Health Plans as a result of the 

implementation of a standardized referral process  

¶ Implemented Consumer Health Inventory (CHI) pilot with providers to promote utilization of valid 

and reliable outcomes tools.  

 

Program Focus and Prioritized Objectives for 2014-15 

 

Based on a review of: 

 

¶ Progress towards 2013-14 program goals, 

¶ Lessons learned, 

¶ An assessment of the identified opportunities for improvement and their root causes,  

¶ An increased understanding of the need for timely identification of critical variables and their root 

causes (barriers) in order to identify and implement effective interventions, 
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¶ Customer feedback and contractual  requirements, and 

¶ Member, family member and stakeholder input 

 

The following lists include the prioritized goals and objectives1 for the Louisiana CMC for contract year 

2014-15.  

 

1. Positively influencing Health and Well being, including patient safety   

¶ To foster individualized adult, youth and family-driven behavioral health services through 

increased access to a full array of evidence-based in-home and community services that 

promote hope, recovery and resiliency. 

¶ Improve member functioning, daily living and social skills and reduction in symptom 

severity. 

¶ Reduction in the current number and future admissions of adults and youths with significant 

behavioral health challenges to restrictive settings outside their home through the 

increased use of in-home and community services. 

 

2. Enhancing Service and the Experience of Care 

¶ Improve quality of care by establishing and measuring outcomes. 

¶ Promote uǎŜ ƻŦ ŎǳƭǘǳǊŀƭƭȅ ŎƻƳǇŜǘŜƴǘΣ ƘƻƭƛǎǘƛŎ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǇŜƻǇƭŜΩǎ ƭƛǾŜǎ 

¶ Increase provider accountability.  

 

3. Meeting and exceeding contractual, regulatory and accreditation requirements  

¶ aŀƴŀƎŜ ǘƘŜ ǎǘŀǘŜΩǎ Ŏƻǎǘ ƻŦ ǇǊƻǾƛŘƛƴƎ ǎŜǊǾƛŎŜǎ ōȅ ǳǎƛƴƎ ǊŜǎƻǳǊŎŜǎ ƛƴ ǘƘŜ Ƴƻǎǘ ŜŦŦŜŎǘƛǾŜ 

manner possible. 

¶ Increase provider compliance with federal waiver and state plan amendment requirements 

¶ Maintain adherence to URAC accreditation standards.  

 

To accomplish these goals, the following prioritized objectives were determined by the Louisiana CMC.   

1. Provide evidence-based and best practice models by engaging providers to improve clinical 

outcomes through models/programs, such as Assertive Community Treatment (ACT), Multi-

Systemic Therapy (MST), Family Functional Therapy (FFT), Homebuilders®, and Hi-Fidelity 

Wraparound 

2. Improve follow up after hospitalization 7-day rates greater than 28% and 30-day rates greater 

than 48%. 

3. Promote early identification and intervention of behavioral health needs and early identification 

of at-risk children (e.g., EPSDT screening, CANS).  

                                                           
1 NCQA 2014 MBHO QI 1 Element A #6; URAC UM Version 7.0 Core; URAC CM Version 4.1 Core 20 
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4. Increase member access to peer support and crisis services.  

5. Preserve member experience of care at greater than or equal to 83%.  

6. Advance cultural competency initiatives for provider network through increased trainings and 

provider monitoring.  

7. Establish reporting processes for ongoing oversight and outcomes monitoring of highly utilized 

services. 

8. Expand performance-based provider initiatives to increase provider accountability for 

outcomes.  

9. Provide ongoing oversight and compliance monitoring of Home and Community Based Service 

(HCBS) providers. 

10. Maintain or improve all performance measures; no decrease in current measurement results. 
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I.   OVERVIEW 

The Magellan Health Services (Magellan) LA CMC manages recovery and resiliency, mental 

health/substance use services in a variety of settings delivered by providers from several disciplines. 

The lines of business served by the Magellan LA CMC include Medicaid coverage and populations 

identified as part of the Louisiana Behavioral Health Partnership (LBHP). The LBHP includes the Office of 

Behavioral Health (OBH), the Department of Children and Family Services (DCFS), the Office of Juvenile 

Justice (OJJ), and the Department of Education (DOE). ¢ƘŜ [! /a/Ωǎ quality program is comprehensive 

and covers the following product lines: Behavioral Care Management and Recovery and Resiliency Care 

Management. In addition, the LA CMC manages the Permanent Supportive Housing and Coordinated 

System of Care programs for eligible members.  

The scope of the Quality Improvement (QI) program includes the objective and systematic monitoring 

of the quality of behavioral health and related recovery and resiliency services provided to the 

members of the customer organizations served by Magellan. The LA CMC QI Program is the direct 

responsibility of the LA CMC Chief Executive Officer. The QI program is managed by the Quality 

Management Administrator who is supported by regional and corporate staff. Local oversight of the QI 

program is provided by the LA CMC Quality Improvement Committee (QIC). Corporate oversight of the 

QI program occurs through a corporate committee structure. 

 

Quality Process at the Louisiana Care Management Center 

 

The LA CMC QI program utilizes a Six Sigma Define, Measure, Analyze, Improve, Control (DMAIC) 

process to insure the timely identification of critical variables and their root causes (barriers). DMAIC 

process outcomes are used to develop measurable interventions that lead to improvement. The LA 

/a/Ωǎ QI committees oversee this process and a spectrum of measures and activities that are described 

in the LA CMC Quality Improvement Program Description and evaluated in this document 
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QI committee oversight is a crucial component of the LA CMC approach to overall systems 

transformation and evolution. When coupled with other mechanisms, as illustrated below, it results in 

systems evolution and the development of a culture of quality. Please see Section II of the LA CMC 

Quality Improvement Program Description for further description of the quality improvement 

committees and processes in place at the LA CMC. 

 

System
Evolution

Quality
Processes

Quality
Structures

Outcomes
Management

ÅConsumer outcomes
ÅSatisfaction Surveys
ÅReporting
ÅInternal and Provider Performance

ÅEvidence-based and best practices
ÅFiscal accountability
ÅKnowledge transfer processes
ÅExternal validation - accreditation

ÅEstablished committees 
(w/stakeholder involvement)
ÅPerformance metrics
ÅRecovery/ResilliencyPrinciples
ÅPolicies, procedures & standards

Original Art

 
 

 

Oversight includes the monitoring of a spectrum of measures of the quality of care and service, 

including utilization data, member and provider satisfaction survey results, complaints and other quality 

metrics.  Each of these quality improvement and utilization management activities is described, 

trended, and analyzed in this evaluation of the overall effectiveness of the QI and UM program. 

 

II.  Population Description: Demographics, Cultural Competency Assessment and Diagnostic 

Prevalence 

 

Magellan conducts an annual population assessment to provide an expansive review of the LBHP 

members in order to enable the Louisiana Care Management Center (LA CMC) to make informed 

improvements and/or enhancements to ongoing and planned quality and service initiatives and 

programs.  As part of the overall goal to maintain and enhance the quality of service provided to the LA 

CMC members, the Quality Improvement Department amasses data from a variety of sources to 

develop a comprehensive enrollee population assessment each year.  The specific purpose of this 

assessment is twofold.  First, it serves as a tool to determine appropriate quality improvement (QI) 
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initiatives for the coming year.  Second, the findings enable the LA CMC to make informed and effective 

improvements to ongoing QI activities. 

 

The data presented provides a summary of the demographic analysis of the members served by the LA 

CMC.  Because a majority of the members served are funded through Medicaid, the Medicaid eligible 

population was used as a comparison group to determine if the members being served by the LA CMC 

were representative of the full population. This approach provides as complete a demographic profile 

ŀǎ ǇƻǎǎƛōƭŜ ǿƛǘƘ ǘƘŜ ƛƴǘŜƴǘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ [! /a/ ƳŜƳōŜǊǎΩ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎΦ All data is provided via the 

Medicaid feed.  The following is a list of the demographic variables analyzed by source: 

Data reviewed in this report are: 

 

¶ Population  

¶ Race/Ethnicity 

¶ Age 

¶ Gender  

¶ Language  

¶ Geo-Access Reports  

¶ Information from Translation Service  

¶ Top mental health diagnoses for age groups 

¶ Member Satisfaction survey responses  

¶ Armed Forces managed care members 

 

The LA CMC served a total of 150,791 unique members (unduplicated members with at least one claims 

received) during the period from March 1, 2013 to February 28, 2014.  This is a 5.5% increase over the 

number of members served in the first contract year (n=142,923). This equates to a penetration rate of 

12.76% of the Medicaid eligible population (n=1,181,746).  The penetration rate for minor members (21 

or younger) was 11.16% and adults over 21 had a penetration rate of 16.67%.  In 2008, SAMHSA stated 

the national penetration rate for the Medicaid child population that received behavioral health care, 

including mental health and/or substance use disorder (SUD) services and/or psychotropic medications, 

was 9.6%.  When children who only received psychotropic medications were removed, the rate 

decreased from 9.6% to 6.7%.   In comparison, the current data demonstrates the LA CMC is serving the 

Medicaid population at a rate higher than that seen across the national standards.  Please see Section 

VIII Evaluation of Over/Under Utilization of Services for a more detailed analysis of utilization.  

 

It is vital for the LA CMC to evaluate demographic information of the members served to make 

informed improvements and/or enhancements to ongoing and planned quality and service initiatives 

and programs.  As part of the overall goal to maintain and enhance the quality of service provided to 

the LA CMC members, the Quality Improvement Department amasses data from a variety of sources to 

develop a comprehensive enrollee population assessment each year.  The specific purpose of this 
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assessment is twofold.  First, it serves as a tool to determine appropriate quality improvement (QI) 

initiatives for the coming year.  Second, the findings enable the LA CMC to make informed and effective 

improvements to ongoing QI activities.  Demographics for Age, Gender, Veterans Status, Regions, 

Diagnostic Prevalence, Race, and Ethnicity are included in the evaluation to provide insight into the 

members served by the LA CMC.  The metrics are based on claims data from March 1, 2013 to February 

28, 2014.  The report was run on May 30, 2014 to account for claims lag.    

 

The tables below present summary demographic information for the LA Medicaid population.  

 

Age 

AGE MED_ELIG 

% OF MDC 

ELIG SERVED 

% OF 

SERVED 

0 - 5 316,733 26.80% 5,520 3.66% 

6 - 12 282,587 23.91% 32,112 21.30% 

13 - 17 174,697 14.78% 31,508 20.90% 

18 - 21 64,916 5.49% 24,495 16.24% 

22 - 64 282,552 23.91% 51,876 34.40% 

65+ 60,261 5.10% 5,280 3.50% 

Total 1,181,746   150,791   

 

The age categories for the members served can be considered relatively representative of the Medicaid 

eligible population.  The 13-17 and 22-64 age categories show some elevation in representation in the 

members served; however, Magellan has implemented interventions, such as Coordinated Systems of 

Care and Independent Assessors/Community Based Care Managers, to ensure members with Severe 

and Persistent Mental Illness and Severe Emotional Disturbance have access to services.  Please refer to 

Section XVIII Behavioral Continuum (System Transformation) for more information on these 

interventions. The group with the greatest disparity between those eligible and served is the children 0-

5 group.  This group represents 3.66% of the members served despite representing 23.91% of the 

Medicaid eligible population.  Although national prevalence rates are not specific to this age group, 

many diagnoses outside of neurodevelopmental disorders cannot be made until at least the age of 3.  

This may explain the lower number of members served.  Magellan does recognize the importance of 

ensuring providers have the necessary training to treat this unique, vulnerable population.  Magellan 

has partnered with local universities to provided special training on two evidence-based practices, 

Child-Parent Psychotherapy (CPP), and Parent Management Training, to ensure providers have the 

required skills to treat this age group.  More details on this initiative can be found in Section XVII 

Evidence- and Best Practice Initiatives. 

 

 

Gender 
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GENDER 
Medicaid 

Eligible 
% OF MDC ELIG SERVED % OF SERVED 

Female 669,464 56.65% 74,716 49.55% 

Male 511,915 43.32% 71,377 47.34% 

Unknown 367 0.03% 3,428 2.04% 

Missing 0 0% 1,270 0.75% 

Total 1,181,746  150,791  

 

 

 Contract Year 1 Contract Year 2 

Gender Frequency Percent Frequency Percent 

Female 61829 48.3% 74,716 49.55% 

Male 59384 46.4% 71,377 47.34% 

Other 2 0.0% 0 0.0% 

Unknown 5792 4.5% 3,428 2.04% 

Missing 896 0.7% 1,270 0.75% 

Total 127903 100.0% 109,229 100.0% 

 

Females represent 56.65% of the Medicaid eligible population and 49.55% of the members served 

population, which is a slight underrepresentation.  Males represent 43.32% of the Medicaid eligible 

population and 47.34% of the members served population, which is a slight overrepresentation.  Unlike 

the Medicaid eligible population, there are approximately 3% of missing or unknown data that could 

skew this variable.  Percentage of utilization of behavioral health services showed a slight increase by 

both the male and female gender between the two contract years.  There was also a reduction of 

unknown and missing data of 2.4 percentage points.  Magellan will continue to monitor into contract 

year 3 to determine if this is an opportunity for improvement that requires interventions to improve 

accessibility to the female gender population. 

 

Veteran Status 

 

VETERAN_STATUS MED_ELIG % OF MDC ELIG SERVED % OF SERVED 

Unknown 1,134,141 95.97% 102,913 68.25% 

No 47,277 4.00% 47,369 31.41% 

Yes-No Active Duty 193 0.02% 339 0.22% 

Yes-Active Duty Unknown 113 0.01% 139 0.09% 

Yes 16 0.00% 19 0.01% 

Yes -Active Duty 6 0.00% 12 0.01% 

Total 1,181,746  150,791  
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Data for veteran status is skewed since 68.25҈ ƻŦ Řŀǘŀ ǊŜƎŀǊŘƛƴƎ ǾŜǘŜǊŀƴ ǎǘŀǘǳǎ ƛǎ ΨǳƴƪƴƻǿƴΩΦ ¢ƘŜǊŜ ƛǎ 

ŜǾŜƴ ƭŜǎǎ ƪƴƻǿƴ Řŀǘŀ ŦƻǊ ǘƘŜ aŜŘƛŎŀƛŘ ŜƭƛƎƛōƭŜ ǇƻǇǳƭŀǘƛƻƴ ŀǎ фрΦфт҈ ƛǎ ΨǳƴƪƴƻǿƴΩΦ The United States 

/Ŝƴǎǳǎ ƭƛǎǘŜŘ [ƻǳƛǎƛŀƴŀΩǎ ŜǎǘƛƳŀǘŜŘ ǇƻǇǳƭŀǘƛƻƴ ƛƴ нлмо ŀǘ пΣснрΣптлΦ  ¢ƘŜ bŀǘƛƻƴŀƭ /ŜƴǘŜǊ ŦƻǊ ±ŜǘŜrans 

Analysis and Statistics reported that Louisiana had a total of 315,342 veterans as of September 30, 

2013.  This represents 6.82% of the population.  Although the unknown data distorts this variable, it is 

believed that veterans are underrepresented in the Medicaid population because they are served 

through other avenues (e.g., Veterans Administration providers).   

 

Data by Region 

REGION MED_ELIG % OF MDC ELIG SERVED 
% OF 

SERVED 

Capitol Area Human Service District 154,720 13.09% 19,488 12.92% 

Metropolitan Human Service District 120,231 10.17% 18,671 12.38% 

Florida Parishes Human Service Authority 126,294 10.69% 16,671 11.06% 

South Central Louisiana Human Service Authority 100,021 8.46% 15,810 10.48% 

Acadiana Human Services District 155,648 13.17% 15,705 10.42% 

Northwest Louisiana Human Services District 142,228 12.04% 14,264 9.46% 

Jefferson Parish Human Service Authority 102,176 8.65% 13,920 9.23% 

Northeast Delta Human Services District 103,719 8.78% 13,878 9.20% 

Central Louisiana Human Services District 83,203 7.04% 9,788 6.49% 

Imperial Calcasieu Human Service Authority 73,309 6.20% 9,547 6.33% 

UNKNOWN 20,197 1.71% 3,049 2.02% 

Total 1,181,746  150,791  

 

Regional data supports that most of the regions are adequately represented in the members served 

population.  Acadiana and Northwest Louisiana Human Services Districts do show slight 

underrepresentation.  These are both considered to provide services to mainly rural areas, which could 

impact utilization.  Magellan actively works through its network development strategy to recruit 

providers in these areas to ensure penetration and utilization of services for rural members.   

 

Diagnostic Prevalence   

 

The LA CMC evaluates diagnostic prevalence for inpatient and outpatient levels of care.  Because 

inpatient level of care provides care for higher acuity levels, it is believed that level of care is a 

confounding variable that could extraneously affect the data and thus should be evaluated separately. 

  

 

 

 

Top Ten Inpatient Diagnostic Categories (Minor/Adult Populations) 



LOUISIANA CARE MANAGEMENT CENTER 
QUALITY IMPROVEMENT ς CLINICAL MANAGEMENT PROGRAM EVALUATION 

March 1, 2013-February 28, 2014 
 

 APPROVED BY LOUISIANA CMC QUALITY IMPROVEMENT COMMITTEE ON 8/14/2014 

CONFIDENTIAL, PROPRIETARY AND TRADE SECRET INFORMATION                                                                                                13 
 

Value DIAGNOSIS Population 
Members 

Served 
% of Top 10 
Diagnosis 

% of 
Population 

0-17 

0 - 17 
311-Depressive disorder, not elsewhere 
classified 

774,017 1,717 24.44% 0.22% 

0 - 17 296.90-Unspecified episodic mood disorder 774,017 1,522 21.66% 0.20% 

0 - 17 
296.33-Major depressive affective disorder, 
recurrent episode, severe, without mention 
of psychotic behavior 

774,017 867 12.34% 0.11% 

0 - 17 
296.20-Major depressive affective disorder, 
single episode, unspecified 

774,017 759 10.80% 0.10% 

0 - 17 312.30-Impulse control disorder, unspecified 774,017 524 7.46% 0.07% 

0 - 17 
296.23-Major depressive affective disorder, 
single episode, severe, without mention of 
psychotic behavior 

774,017 456 6.49% 0.06% 

0 - 17 296.80-Bipolar disorder, unspecified 774,017 383 5.45% 0.05% 

0 - 17 298.9-Unspecified psychosis 774,017 326 4.64% 0.04% 

0 - 17 312.34-Intermittent explosive disorder 774,017 267 3.80% 0.03% 

0 - 17 314.9-Unspecified hyperkinetic syndrome 774,017 205 2.92% 0.03% 

18+ 

18+ 
296.33-Major depressive affective disorder, 
recurrent episode, severe, without mention 
of psychotic behavior 

407,729 2,175 16.64% 0.53% 

18+ 295.70-Schizoaffective disorder, unspecified 407,729 2,014 15.40% 0.49% 

18+ 298.9-Unspecified psychosis 407,729 1,348 10.31% 0.33% 

18+ 
295.34-Paranoid type schizophrenia, chronic 
with acute exacerbation 

407,729 1,205 9.22% 0.30% 

18+ 
295.74-Schizoaffective disorder, chronic with 
acute exacerbation 

407,729 1,182 9.04% 0.29% 

18+ 
311-Depressive disorder, not elsewhere 
classified 

407,729 1,181 9.03% 0.29% 

18+ 
296.34-Major depressive affective disorder, 
recurrent episode, severe, specified as with 
psychotic behavior 

407,729 1,129 8.64% 0.28% 

18+ 
295.30-Paranoid type schizophrenia, 
unspecified 

407,729 1,083 8.28% 0.27% 

18+ 
296.20-Major depressive affective disorder, 
single episode, unspecified 

407,729 908 6.95% 0.22% 

18+ 295.32-Paranoid type schizophrenia, chronic 407,729 849 6.49% 0.21% 

 

Depressive disorders account for 54% of the 0-17 population in the inpatient setting.  Eighty-one 

percent of the diagnoses fall into the category of Mood Disorders.  Only 14.18% of the 0-17 population 

had a primary diagnosis of Impulse Control Disorder, Intermittent Explosive Disorder, and unspecified 

hyperkinetic syndrome, which will account for a majority of the diagnoses at the outpatient level of 

care.  Schizophrenia spectrum and other psychotic disorders account for 58.74% of the disorders for 

18+ members.  Depressive disorders account for 41.26%.  The LA CMC monitors Clinical Practice 
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Guidelines (CPGs) for Schizophrenia, Depressive Disorders, ADHD, and Suicide Risk while conducting 

Treatment Record Reviews to ensure compliance with best treatment practices for these diagnoses.  

 

Top Ten Outpatient Diagnostic Categories (Minor/Adult Populations 

Value DIAGNOSIS Population 
Members 

Served 
% of Top 10 
Diagnosis 

% of 
Population 

0 - 17 

0 - 17 
314.01-Attention deficit disorder with 
hyperactivity 

774,017 27,044 46.96% 3.49% 

0 - 17 313.81-Oppositional defiant disorder 774,017 7,254 12.60% 0.94% 

0 - 17 
311-Depressive disorder, not elsewhere 
classified 

774,017 5,096 8.85% 0.66% 

0 - 17 296.90-Unspecified episodic mood disorder 774,017 3,395 5.90% 0.44% 

0 - 17 
314.00-Attention deficit disorder without 
mention of hyperactivity 

774,017 3,254 5.65% 0.42% 

0 - 17 312.9-Unspecified disturbance of conduct 774,017 3,029 5.26% 0.39% 

0 - 17 300.00-Anxiety state, unspecified 774,017 2,519 4.37% 0.33% 

0 - 17 309.9-Unspecified adjustment reaction 774,017 2,286 3.97% 0.30% 

0 - 17 314.9-Unspecified hyperkinetic syndrome 774,017 1,881 3.27% 0.24% 

0 - 17 
309.4-Adjustment disorder with mixed 
disturbance of emotions and conduct 

774,017 1,829 3.18% 0.24% 

18+ 

18+ 
311-Depressive disorder, not elsewhere 
classified 

407,729 4,700 14.00% 1.15% 

18+ 295.70-Schizoaffective disorder, unspecified 407,729 4,167 12.42% 1.02% 

18+ 300.00-Anxiety state, unspecified 407,729 4,079 12.15% 1.00% 

18+ 
295.30-Paranoid type schizophrenia, 
unspecified 

407,729 3,608 10.75% 0.88% 

18+ 
296.33-Major depressive affective disorder, 
recurrent episode, severe, without mention 
of psychotic behavior 

407,729 3,401 10.13% 0.83% 

18+ 296.80-Bipolar disorder, unspecified 407,729 3,183 9.48% 0.78% 

18+ 298.9-Unspecified psychosis 407,729 2,960 8.82% 0.73% 

18+ 
296.32-Major depressive affective disorder, 
recurrent episode, moderate 

407,729 2,726 8.12% 0.67% 

18+ 
295.90-Unspecified schizophrenia, 
unspecified 

407,729 2,503 7.46% 0.61% 

18+ 
296.34-Major depressive affective disorder, 
recurrent episode, severe, specified as with 
psychotic behavior 

407,729 2,237 6.66% 0.55% 

 

Attention Deficit Disorders accounts for more that half of the diagnoses for the 0 ς 17 population in the 

outpatient levels of care (55.88%).  Disruptive, impulse-control, and conduct disorders account for 

17.86% and Mood Disorders account for 19.12%.  Approximately 7% of the diagnoses are for 

Adjustment Disorders.  Schizophrenia spectrum and other psychotic disorders account for 39.45% of the 

disorders for 18+ members in the outpatient setting.  Mood disorders account for 60.54% with 38.91% 
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represented by Depressive disorders.  As stated previously, the LA CMC monitors Clinical Practice 

Guidelines (CPGs) for Schizophrenia, Depressive Disorders, ADHD, and Suicide Risk while conducting 

Treatment Record Reviews to ensure compliance with best treatment practices for these diagnoses.   

Diagnostic prevalence was also analyzed by gender and race but there were no notable differences in 

the top 10 diagnoses. 

 

Race and Ethnicity  

 

Racial and ethnic diversity within the LA CMC member population is another important consideration in 

an effective managed care initiative.  Standards have been established to promote the availability of 

behavioral health care practitioners and providers based on the assessed needs and preferences of its 

enrollee population.  It is important there be sufficient numbers and types of behavioral health care 

practitioners and providers conveniently located to serve the assessed needs and preferences of the 

covered population.  In other words, the mix of practitioners and providers should be logically related 

to the known demographic characteristics of the covered population.   

 

RACE Medicaid Eligible % OF MDC ELIG  SERVED  % OF SERVED 

BLACK/AFRICAN AMERICAN 613,037 51.88% 62,677 41.57% 

WHITE 449,003 37.99% 57,382 38.05% 

UNKNOWN 98,195 8.31% 26,580 17.63% 

Unidentified 14 0.00% 2,566 1.70% 

AMERICAN INDIAN/ALASKAN NATIVE 4,196 0.36% 520 0.34% 

Multi-Racial 3,698 0.31% 439 0.29% 

ASIAN 12,683 1.07% 378 0.25% 

OTHER SINGLE RACE 216 0.02% 201 0.13% 

NATIVE HAWAIIAN / OTHER PACIFIC ISLANDER 704 0.06% 48 0.03% 

Total 1,181,746  150,791  

 

 

ETHNICITY MED_ELIG 
% OF MDC 

ELIG 
SERVED 

% OF 

SERVED 

NON-HISPANIC OR NON-

LATINO 
1,085,144 91.83% 119,755 79.42% 

UNKNOWN 53,959 4.57% 29,162 19.34% 

HISPANIC OR LATINO 42,643 3.61% 1,874 1.24% 

Total 1,181,746  150,791  

 

Unknown and unidentified data plays a significant role when analyzing race and ethnicity.  Unknown 

data accounts for 17.63% of the race data and 19.34% of ethnicity data.  It is difficult to determine if 

underrepresented populations (e.g., Black/African American, Hispanic or Latino) are truly 
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underrepresented with such large amounts of unknown data skewing the results.  Because of this, the 

[! /a/ ƭƻƻƪǎ ŀǘ ƴǳƳōŜǊ ƻŦ ŦŀŎǘƻǊǎΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ŎƻƴǎǳƳŜǊǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ǘƘŜ άŎǳƭǘǳǊŀƭ ŎƻƳǇŜǘŜƴŎŜέ 

of the network.  Analyses of satisfaction surveys of enrollees who have accessed mental health services 

as well as analysis of comment/complaint data and use of translation services are used to measure 

these issues.  There was no member grievances received from March 1, 2013-February 28, 2014 related 

to ethnic/cultural or linguistic issues as perceived and reported by the enrollee.  

 

Provider Network Demographics 

 

A comparable ratio of staff to diversity in the community can positively impact members.  It not only 

ōǊƻŀŘŜƴǎ ǘƘŜ ǇǊƻǾƛŘŜǊΩǎ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ǘƘŜȅ ǿƻǊƪ ǿƛǘƘΣ ƛǘ ŀƭǎƻ ƘŜƭǇǎ ōǊƛŘƎŜ ǇƻǎǎƛōƭŜ 

mistrust or historical trauma experienced by diverse populations. 

 

The following are graphical representations of contracted practitioners by race and gender (includes self 

reported data provided by practitioners).  
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African Americans comprise over half of the members served; however, African American practitioners 

consisted of less than 22% of the practitioners.  Magellan implements a comprehensive program to 

educate providers on the cultural differences to better ensure services are delivered in a culturally 

competent manner.   Also it was noted that many of the members served by the LBHP receive services 

via facilities rather than practitioners, which is not reflected in the above data.  It is believed that 

including facility roster staff data will improve reporting capabilities to measure the ratio more 

accurately. In contract year three, Magellan will create fields for race/ethnicity, gender, and language 

preference when collecting demographic information for facility roster staff.  Magellan will conduct 
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provider outreach to ensure providers input data. This intervention will allow Magellan for more 

accurate analysis of the ratio of staff to diversity in the community.  

 

Language Needs 

 

!ǎ ǘƘŜ ǎǘŀǘŜΩǎ ǇƻǇǳƭŀǘƛƻƴ ŎƻƴǘƛƴǳŜǎ ǘƻ ƎǊƻǿ όнΦл҈ ƎǊƻǿǘƘ ŦǊƻƳ пκмκмл ǘƻ пκмκмоύ ǿŜ ǿƛƭƭ ǎŜŜ ŀƴ 

increase of members whose preferred language may not be English.  Magellan monitors its practitioner 

network and tracks the languages spoken in order to meet identified member needs whenever possible.   

There are 117,240 people in Louisiana who speak Spanish at home. Of those who speak Spanish at 

ƘƻƳŜ по҈ ƛƴŘƛŎŀǘŜŘ ǘƘŜȅ ǎǇŜŀƪ 9ƴƎƭƛǎƘ ƭŜǎǎ ǘƘŀƴ άǾŜǊȅ ǿŜƭƭΦέ  aŜƳōŜǊǎ ǿƘƻǎŜ ǇǊŜŦŜǊǊŜŘ ƭŀƴƎǳŀƎŜ ƛǎ 

not English may have a difficult time describing their challenges with practitioners. It is essential to have 

staff ǘƘŀǘ Ŏŀƴ ŀŎŎƻƳƳƻŘŀǘŜ ǘƘŜ ƳŜƳōŜǊǎΩ ƴŜŜŘǎΦ  

 

Magellan providers offer 16 language services. Spanish is the second most spoken language used by 

members other than English. The Geo Map below represents Spanish language services by LBHP 

providers available to members across the state. The dark gray spheres indicate the 60 mile radius of 

coverage. 

 

Translation/Interpretation Services   

 

Magellan ensures that members have access to translation or interpretative services at no cost to the 

member.  Magellan contracts with Global Interpreting Network for translation services. In 2013 Global 

reported 93 appointments for American Sign Language (ASL) interpretation services and 59 

appointments for Spanish language interpretation services.   

 

Geo Map ς Spanish Language Providers 

 

There are 42 providers at 62 locations who offer Spanish language services.  The following picture 

shows the geoaccess map for providers offer Spanish language services.  
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Although not everyone as access to a provider offering Spanish language services, Magellan does offer 

Translation/Interpretation Services to all members.  As referenced above, there were only 59 requests 

for Spanish translation during contract year two.  Magellan also tracks member grievances to identify if 

there are issues related to language.  Magellan did not receive any grievances regarding this in contract 

year two.   

 

Satisfaction Survey Results  

 

Quality of care is a key ingredient in managing health plan costs and keeping members satisfied with 

health plan services and outcomes.  Member satisfaction surveys remain the most practical way to 

assess consumer perceptions of quality and outcome of care.  Such surveys are a major component in 

the managed carŜ ƛƴŘǳǎǘǊȅΩǎ ŘŜǘŜǊƳƛƴŀǘƛƻƴ ƻŦ ǇŜǊŦƻǊƳŀƴŎŜ ŀƴŘ ŀǊŜ ŀƭǎƻ ƻŦ ǇǊŀŎǘƛŎŀƭ ƛƳǇƻǊǘŀƴŎŜ ƛƴ 

planning, administration and evaluation of health services.  Magellan measures member satisfaction 

annually through its Member Satisfaction Survey.  The objectives of the satisfaction survey are to: 

 

ω Measure and assess trends in member perceptions of mental health and substance use care and 

service delivery as provided by Magellan and members of the participating provider 

network; 

ω Identify the areas most favorably rated, as well as opportunities for improvement; and 

ω Gather information on key features using a valid standardized instrument for ongoing 

comparison and quality improvement activities.  The tool obtains the ƳŜƳōŜǊǎΩ evaluations 

on specific features of care with respect to: 

ς Access to care  

ς Accuracy and effectiveness of communication between and therapist  

ς Sensitivity to  

ς Confidentiality 

ς Interpersonal care  

ς Outcomes of care   

 

9Ǿŀƭǳŀǘƛƻƴǎ ŀǊŜ ŀƭǎƻ ƳŀŘŜ ƻƴ aŀƎŜƭƭŀƴΩǎ ƳŀƴŀƎŜŘ ŎŀǊŜ ŘŜƭƛǾŜǊȅ ŀƴŘ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƻŦ ǎŜǊǾƛŎŜǎΣ ǎuch as 

ŀŎŎŜǎǎ ǘƻ ǎŜǊǾƛŎŜǎΣ ŀǾŀƛƭŀōƛƭƛǘȅ ŀƴŘ ŎƻƴǾŜƴƛŜƴŎŜΦ  DŜƴŜǊŀƭ ǎŀǘƛǎŦŀŎǘƛƻƴ ƳŜŀǎǳǊŜǎ ŎƻǾŜǊ ƳŜƳōŜǊǎΩ 

opinions on overall quality of care.  In 2013, the survey sample size consisted of 2,500 adults and 2,500 

minor clients who requested treatment between 07/01/2013 and 09/30/2013.    

 

CƻǊ ǘƘŜ ǎŜŎƻƴŘ ŎƻƴǘǊŀŎǘ ȅŜŀǊΣ ǘƘŜ ǊŜǎǇƻƴǎŜ ǊŀǘŜ ǿŀǎ мнΦс҈Φ CƻǊ ǘƘŜ ǉǳŜǎǘƛƻƴΣ άLŦ ȅƻǳ ŎƻƴǘŀŎǘŜŘ 

Magellan, how satisfied are you with the help you got to connect with the services you received? 82.4% 

of respondents were satisfied, which met the goal of 80%.  Also, the overall satisfaction was 84.5%.  

This was two percentage points higher than contract year 1. 
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The questions listed below related to access of service, did not meet the 80% goal: 

ω Member was able to see a psychiatrist when he/she wanted to. (Q13) 

ω I was able to get all the services I thought I needed. (Q12) 

 

Although there is a known national shortage of psychiatrists in both the public and private sectors of 

healthcare, Magellan has increased the prescribers by 27% from March 1, 2012 to February 28, 2014. 

The LA CMC is actively recruiting physician extenders to continue to expand the network of providers 

with prescribing privileges.  Magellan will continue to monitor network adequacy for this provider type 

on an ongoing basis.    

 

The demographic breakdown of respondents included for Louisiana Adults:  46.3% Caucasian, 47.1%  

African American, 0.4% Asian, 0% Native Hawaiian/other Pacific Islander, 3.3% American Indian or 

Alaskan Native, 2.9% Other, 94.9% Non-Hispanic, and 5.1% Hispanic.   

  

           
 

Louisiana Minor respondent demographics consisted of 46.4% Caucasian, 50.7% African American, 0% 

Asian, 0% Native Hawaiian/other Pacific Islander, 1.8% American Indian or Alaskan Native, 1.1% Other, 

94.3% Non-Hispanic, and 5.7% Hispanic. 
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The Louisiana population served by the LA CMC represents a diverse culture and Magellan has 

implemented services to address the language needs of minority members served, include staff access 

to translation services for members who require translation for other languages.  Magellan has also 

implemented a Cultural Diversity Toolkit to support both staff and providers in working with members. 

Cultural competency training is also included as part of the orientation and training provided by the 

CMC to its staff and provider networks.  Opportunities for improvement identified as part of the 

Member Satisfaction Survey are noted and tracked using the satisfaction survey action plan which is 

developed based on the annual survey results.  More information regarding satisfaction surveys is found 

in Section XX Satisfaction Surveys and Grievances. 

 

Cultural Competency Program 

 

Magellan is committed to a strong cultural diversity program. Magellan recognizes the diversity and 

specific cultural needs of its members and has developed a comprehensive program that addresses 

these needs in an effective and respectful manner. The Magellan method for provision of care is 

ŎƻƳǇŀǘƛōƭŜ ǿƛǘƘ ǘƘŜ ƳŜƳōŜǊǎΩ ŎǳƭǘǳǊŀƭ ƘŜŀƭǘƘ ōŜƭƛŜŦǎ ŀƴŘ ǇǊŀŎǘƛŎŜǎ ŀƴŘ ǇǊŜŦŜǊǊed languages.  Aspects of 

this philosophy and approach are embedded throughout the Magellan Cultural Diversity Program.  The 

analysis of race and ethnicity presented above provides a guiding framework for tailoring a cultural 

competency program for the State of Louisiana. 

 

Guiding Principles for the Magellan Cultural Competency Program include: 

 

¶ Acknowledging and respecting variance in behaviors, beliefs and values that influence mental 

health and incorporating those variables into assessment and treatment.  

¶ Emphasizing member-centered care in the treatment and discharge processes.   

¶ Incorporating natural supports such as family involvement and traditional healing practices 

when appropriate. 

¶ Encouraging active participation of the member and family in treatment. Incorporating 

adequate opportunities for feedback from members regarding policies and procedures. 

¶ Developing an adequate provider network so that services are geographically, psychologically, 

and culturally accessible to consumers and families. 

¶ Developing a comprehensive program to promote cultural sensitivity and competence.  

¶ Promoting the integration of primary care, mental health care, and substance abuse services.   

 

Magellan maintains a strong focus on continuous quality improvement. Each CMC department manager 

or supervisor is accountable for the success of the program through integration of the principles of 

cultural competency in all aspects of organizational planning and working to assure cultural competence 

at each level within the system.  The CMC coordinates input from a variety of stakeholders, including 
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administrative staff, front line employees, consumers and community organizations for the 

development and operation of the Cultural Competency Program.  All policies and procedures related 

to cultural competency, related program correspondence and quality improvement documents ς 

including this program evaluation ς are subject to regular review through the Quality Improvement 

Program and structures.  The QI Program includes indicators to assure equal delivery for all services 

described in the program description. Indicators include, but are not limited to: 

 

¶ Grievances and compliments, including monitoring of grievances for issues that are potentially 

related to culturally insensitive practices.  

Á There were no grievances related to cultural issues in contract year two. 

¶ Network access and availability measures including availability of individual practitioners, 

ƻǊƎŀƴƛȊŀǘƛƻƴŀƭ ǇǊƻǾƛŘŜǊǎΣ ŀƴŘ ǇǊƻǾƛŘŜǊǎ ǿƘƻ ǎƘŀǊŜ ǘƘŜ ƳŜƳōŜǊǎΩ ŜǘƘƴƛŎ ƻǊ ƭŀƴƎǳŀƎŜ ǇǊŜŦŜrence 

that are within a reasonable distance and timeframe. 

¶ Satisfaction survey data related to cultural competency. Contract year one and two 

comparisons provided below:  

Population Element 

CY2: Mar 

2013-Feb 

2014 

CY 1: Mar 

2012-Feb 

2013 

Change 

όҧΣҨΣ 

=) 

Adult 

Survey 

(n=278) 

Staff members were sensitive to my cultural 

background (race, religion, language, customs, etc.) 

85.8% 82.4% ҧ 

My cultural preferences and race/ethic background 

were included in planning services I received. 

72.3% 69.6% ҧ 

Minor 

Survey 

(n=278) 

Staff members were sensitive to my cultural 

background (race, religion, language, customs, etc.) 

89.0% 87.2% ҧ 

My cultural preferences and race/ethic background 

were included in planning services I received. 

72.5% 74.6% Ҩ 

 
 

Magellan has dedicated one full time equivalent to cultural competency.  The Race and Equity 

!ŘƳƛƴƛǎǘǊŀǘƻǊΩǎ Ƴŀƛƴ ǊƻƭŜ ƛǎ ǘƻ ǇǊƻƳƻǘŜ ŎǳƭǘǳǊŀƭ ŎƻƳǇŜǘŜƴŎȅ ŀǊƻǳƴŘ [ƻǳƛǎƛŀƴŀΦ  ¢Ƙƛǎ ƛǎ Ƴŀƛƴƭȅ ŀŎƘƛŜǾŜŘ 

through cultural competency trainings to afford providers and ŎƻƳƳǳƴƛǘȅΩǎ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ 

strengthening cultural awareness skills in delivering culturally appropriate services.  Race and Equity 

Committee (REC) reviews and analyzes program data to evaluate racial and ethnic disparities in 

utilization patterns, outcomes, satisfaction, and provider cultural competency and oversees the cultural 

competency work plan and reports to the Quality Improvement Committee (QIC).  For example, 

satisfaction data indicated that there were opportunities for improvement related to perceived 

satisfaction related to cultural preferences and race/ethic background being included in planning 

services received.    Magellan responded in 2013 by facilitating Regional Provider Cultural Competency 

trainings for Magellan contracted providers in four different regions of the state as well as with 

community coalitions. Post training evaluations received from participants of the four Regional Provider 



LOUISIANA CARE MANAGEMENT CENTER 
QUALITY IMPROVEMENT ς CLINICAL MANAGEMENT PROGRAM EVALUATION 

March 1, 2013-February 28, 2014 
 

 APPROVED BY LOUISIANA CMC QUALITY IMPROVEMENT COMMITTEE ON 8/14/2014 

CONFIDENTIAL, PROPRIETARY AND TRADE SECRET INFORMATION                                                                                                22 
 

Cultural Competency trainings were positive with an average score of 4.91 out of a possible 5. Agencies 

that received Magellan facilitated cultural competency trainings in 2013 were: 

 

¶ Department of Health & Hospital, Office of Behavioral Health 

¶ Alexandria Office of Juvenile Justice  

¶ Louisiana Rehabilitation Service  

¶ National Association for Mental Illness (NAMI) Louisiana Statewide Conference 

 

Magellan will continue to promote cultural competency across its service areas.  The goals of the 

Magellan Cultural Competency Program for the third contract year include: 

 

¶ Increase education in the importance of cultural impact/influence on life experience.  

¶ Participation in conferences, seminars, forums, committees etc., which address cultural 

competency topics and reducing health disparities.  

¶ Development, production, and delivery of Cultural Competency Trainings to include CLAS 

Standards. 

¶ Pursue partnership efforts with external agencies to ensure collaboration with diverse programs 

and initiatives in order to enhance services. 

¶ /ƻƭƭŀōƻǊŀǘŜ ǿƛǘƘ aŀƎŜƭƭŀƴΩǎ vǳŀƭƛǘȅ LƳǇǊƻǾŜƳŜƴǘ όvLύ 5ŜǇŀǊǘƳŜƴǘ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ƳƻƴƛǘƻǊing and 

reporting regarding cultural competency through the addition of the following cultural 

competency elements on the treatment record review tool: 

o Evidence of treatment being provided in a culturally competent manner 

o Cultural, language, religious, racial, ethnic, and sexual issues were assessed. 

¶ Host quarterly Cultural Competency meetings with contracted providers to discuss needs and 

emerging trends related to CC in Louisiana. 

¶ Collaborate with marketing efforts to ensure the development and dissemination of culturally 

sensitive healthcare promotional material. 

¶ Generation of recommendations based on data and reports received from all areas to the Race 

and Equity Committee for the appropriate implementation of CLAS. 

¶ Identify methods to monitor internal compliance of CLAS Standards and make 

recommendations. 

 

III.  Accessibility and Availability of Services 

 

Accessibility and availability of services is evaluated through several avenues, including telephone 

responsiveness standards, appointment access standards, and geo-access and density standards.  This 

section describes each of the metrics in greater detail.   
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A. Telephonic Accessibility 

 

Telephonic accessibility is monitored on a daily basis to identify staffing needs and ensure members 

have adequate access to customer service representatives. In addition, results are reviewed quarterly in 

the Member Services Committee to identify any trends that need to be addressed.   

 

The following table presents the call volume, ASA (Average Speed Answer), and abandonment rates 

from March 1, 2013 to February 28, 2014.  The goal for abandoned calls is 3% or fewer, and the goal for 

ASA is 30 seconds or less. Over the year, 99,578 calls were answered with a 17-second ASA and a 2.57% 

abandonment rate, meeting contractual performance guarantee goals for telephonic responsiveness.   

There was a slight increase in the abandonment rate and ASA in contract year two; however, all goals 

were met.  The increase is attributed to better management of resources to support other aspects of 

the CMC while still maintaining telephone responsiveness standards.  

 

Telephone responsiveness 
Contract 

Year 1  

Contract 

Year 2  

Numerator (number of abandoned inbound calls) 1,703 2,637 

Denominator (Total number of inbound calls) 124,976 102,600 

Call Abandonment Rate   

(Goal: 3%) 
1.39% 2.57% 

Average Speed to Answer (ASA) in seconds (Goal: 30 

seconds) 
7.4 16.58 

 

B. Appointment Access  

 

Magellan categorizes appointments as routine, urgent, and emergent.  Please refer to Section V (Quality 

Improvement Activities and Performance Improvement Projects) for full report on this metric.  

 

C. Geo-Access & Density Accessibility 

 

Magellan maintains a behavioral health services provider network consisting of psychiatrists, 

psychologists, social workers, licensed professional counselors and other service providers.  

Members have access to qualified providers who have experience with multiple special 

populations, including children and adolescents, persons with disabilities, the elderly, and cultural 

or linguistic minorities. Efforts are made to recruit, retain and develop a diverse provider network.   

Recruitment may include the assistance of local member advocacy and other community-based 

groups.  Please see Section V: Quality Improvement Activities and Performance Improvement 

Projects for detailed interventions implemented for Improving Member Access to Emergent, 

Urgent, and Routine Appointments Performance Improvement Project.   
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Magellan has established processes that address network definition and recruitment.  Work 

groups review the network geographic access and appointment availability data, the results of 

member satisfaction surveys, and member/family complaints to identify gaps in the type, density, 

ŀƴŘ ƭƻŎŀǘƛƻƴ ƻŦ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǇǊƻǾƛŘŜǊǎ ƛƴ aŀƎŜƭƭŀƴΩǎ ƴŜǘǿƻǊk.  The work group also monitors 

gaps in services and other culture specific provider service needs.  When gaps are identified, the 

Network Services Department develops a provider recruitment plan and monitors its effectiveness 

in filling the gaps.  This work group reports to the Network Strategy Committee that reports to the 

Quality Improvement Committee if opportunities for improvement are identified.   

 

The NSC monitors geographic access is to ensure that contracted practitioners and facilities are 

available in the communities in which members reside.  Magellan evaluates access using a 

standard of a 30-mile radius for members living in urban or suburban areas and 60 miles for those 

living in rural areas.  The average compliance rate for all provider types (see chart below) is 87.9%. 

Although all provider types do not meet the 100% compliance threshold, this data highlight 

opportunities for improvement that Magellan has prioritized as most important for the state.  

During contract year two, the committee identified gaps in out of home placements and the crisis 

continuum.   Magellan is currently working collaboratively with OBH to reduce licensing barriers 

for providers as well as to expand eligibility for crisis and peer support services to the Adult 

Medicaid population.  This expansion will allow providers to have a larger membership base in 

order build sustainable business models.  Magellan has also targeted national providers with 

currently providing some LOC to s to increase out of home placements, including Psychiatric 

Residential Treatment Facility, Therapeutic Group Home, Therapeutic Foster Care, Crisis 

Stabilization, and Short-term Respite Level of Care.  Details regarding network development of 

CSoC providers are discussed in further detail in Section XVIII Behavioral Continuum (System 

Transformation).  

 

 

Item Member Group 

Access 

Standard: 

One 

Provider in 

Average 

Distance 

to 

Provider 

(miles) 

Members 

with 

Desired 

Access 

Members 

without 

Desired 

Access 

Total 

Members 

Compliance 

Rate (%) 

Outpatient Urban/Suburban - 30 miles 3.5 419,804 13,629 433,433 96.9% 

Outpatient Rural - 60 miles 13.7 795,599 15,495 811,094 98.1% 

Inpatient Urban/Suburban - 30 miles 7.6 370,896 62,537 433,433 85.6% 

Inpatient Rural - 60 miles 21.7 707,053 104,041 811,094 87.2% 

Non Prescribers Urban/Suburban - 30 miles 2.0 433,433 - 433,433 100.0% 

Non Prescribers Rural - 60 miles 11.2 810,707 387 811,094 100.0% 

Prescribers Prescribers: - 30 miles 1.3 433,433 - 433,433 100.0% 
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Urban/Suburban 

Prescribers Prescribers: Rural - 60 miles 7.5 810,605 489 811,094 99.9% 

Mental Health 

Rehab 
Urban/Suburban - 30 miles 5.0 416,146 17,287 433,433 96.0% 

Mental Health 

Rehab 
Rural - 60 miles 18.2 773,831 37,263 811,094 95.4% 

CSOC Urban/Suburban - 30 miles 9.7 310,854 83,561 433,433 71.7% 

CSOC Rural - 60 miles 19.9 406,105 169,733 811,094 50.1% 

Residential Urban/Suburban - 30 miles 16.3 333,240 100,196 433,433 76.9% 

Residential Rural - 60 miles 39.7 610,067 201,027 811,094 75.2% 

 

Although continued development is needed, Magellan has made significant progress since 

implementation.  There has been a 325.22% increase in providers from March 1, 2012 to February 28, 

2014 as seen in the following chart.   

 

Overall Network Development since Implementation in March 2012 

Date Facilities 

Facilities 

Staff               

(Not Included 

in Total) Groups 

Group Staff  

(Not Included 

in Total) 

Independent 

Practitioner 

Total 

Practitioners 

(All Classes) 

Unduplicated 

3/1/2012 143 358 87 141 164 571 

4/1/2012 143 359 87 141 163 573 

5/1/2012 180 406 99 166 181 649 

6/1/2012 206 614 105 192 218 898 

7/1/2012 234 688 119 210 238 999 

8/1/2012 285 808 131 227 258 1,141 

9/1/2012 440 990 141 248 276 1,353 

10/1/2012 501 1,116 145 259 282 1,487 

11/1/2012 480 1,038 151 275 291 1,423 

12/1/2012 533 1,188 159 291 301 1,605 

1/1/2013 564 1,236 179 318 308 1,680 

2/1/2013 580 1,258 184 340 323 1,730 

3/1/2013 587 1,274 184 351 328 1,762 

4/1/2013 610 1,302 191 373 333 1,813 

5/1/2013 624 1,335 202 383 349 1,866 

6/1/2013 636 1,356 209 395 350 1,898 

7/1/2013 661 1,434 211 397 357 1,989 

8/1/2013 671 1,585 212 408 366 2,151 

9/1/2013 680 1,585 213 408 366 2,186 

10/1/2013 687 1,645 220 426 371 2,236 
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11/1/2013 703 1,668 228 443 383 2,280 

12/1/2013 705 1,721 236 450 392 2,357 

1/1/2014 705 1,691 236 443 398 2,326 

2/1/2014 720 1,725 246 475 405 2,376 

3/1/2014 708 1,768 252 483 412 2,428 

 

 

The following highlights some of the accomplishments in the network development: 

 

¶ The number of psychiatric beds has seen a 122% increase in bed capacity since implementation.  

¶ Eight Therapeutic Group Home (TGH) beds have been added in the Baton Rouge area with an 

additional 8 beds to be added in Alexandria.  

¶ At present, there are 16 TGH beds licensed in the state. Recruitment efforts continue with 

existing providers. 

¶ Network for Coordinated System of Care (CSoC) services has grown by 26% since the beginning 

of the partnership. The remaining four regions are scheduled for implementation in 2014. 

¶ There has been a 27% increase in the number of total prescribers and 27.8% increase in the 

number of psychiatrists since implementation (see chart below).  

 

Growth of Prescribers since Implementation in March 2012 

Month APRN 
Medical 

Psychologist 
Psychiatrist 

Grand 

Total 

20130101 39 10 284 333 

20130201 41 10 299 350 

20130301 42 11 295 348 

20130401 43 12 305 360 

20130501 42 12 315 369 

20130601 43 12 311 366 

20130701 43 12 321 376 

20130801 42 12 342 396 

20130901 45 12 336 393 

20131001 45 13 344 402 

20131101 47 14 356 417 

20131201 48 14 356 418 

20140101 49 14 355 418 

20140201 49 14 361 424 

20140301 49 14 360 423 
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Magellan continues to actively monitor member accessibility through many avenues. Provider surveys 

and e-mail blasts are used as means of obtaining information regarding next available urgent and 

routine appointment openings.  In addition to obtaining provider appointment access data, these 

mechanisms offer the further benefit of reinforcing access standards with providers.  Magellan also has 

implemented internal tracking for staff to document if appointments are not available or there are 

unmet needs identified through a provider queue.  Each reported incident is individually addressed 

through the appropriate Provider Relations Liaison.  The data are also aggregated and monitored to 

determine if there are regional or provider trends.  In the third contract year, the Magellan national QI 

department will also be implementing a member survey about provider accessibility that will enhance 

ability to analyze access to care standards.   

 

The network department also works closely with the clinical department to ensure the clinical team has 

a thorough understanding of access types, access standards and appropriate documentation for 

tracking and trending. Additionally, our member services department educates our members on access  

standards via customer service calls and reinforces with the member that Magellan is available to assist.   

 

IV.  Quality Work Plan Evaluation: Enterprise / Customer Performance Measures 

 

The Magellan Health Services Louisiana CMC Quality/Clinical Work Plan for Louisiana Behavioral Health 

Partnership sets forth all the performance measures and activities for services managed by the 

Louisiana CMC. In addition, it outlines and describes the specific activities to be conducted during the 

year to promote the quality process throughout the organization and support the objectives of the 

Quality Program.  Some key performance measures are discussed in this section, including Performance 

Guarantees and Interdepartmental Monitoring Team Measures. 

  

A. Performance Guarantees 

 

Performance Guarantees are performance measures that are subject to financial penalties if the goals 

are not achieved.  The LA CMC met all Performance Guarantees for the second contract year as outlined 

in the below chart.  

 

Performance Guarantees 2013/2014 

Goal 

Met / Not-

Met (Year to 

Date) 

Actions to Address 

Claims administration 

Financial payment (dollar) accuracy-97% of 

audited claim dollars paid accurately  

97% 99.47% Continue to Monitor 

Claims Accuracy  98% 99.77% Continue to Monitor 

TAT ς 95% of clean claims paid to all providers 

within 30 days 

95% 97.11% Continue to Monitor 
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TAT ς 99% of all provider claims paid within 45 

days 

99% 99.54%** Continue to Monitor 

Telephone responsiveness 

Call Abandonment Rate - Member/ Provider 

Services Line(s) 5% percent or less for Year 1 

and less than 3% for year 2 

>3% 2.57% Continue to Monitor 

Average Speed to Answer (ASA) ς 

Member/Provider Services Line(s) all calls 

(pooled) answered within an average of 30 

seconds 

30 seconds 16.58 

seconds 

Continue to Monitor 

Clinical 

Ambulatory follow up within 7 days of 

discharge from 24-hour facility 

28% 28.75% Although this metric met the 

internal goal, the LA CMC has a 

long term goal of meeting the 

HEDIS goal of 46%.  A formal 

Performance Improvement 

Project has been implemented to 

advance improvement.   

Ambulatory follow up within 30 days of 

discharge from 24-hour facility 

48% 48.66% Although this metric met the 

internal goal, the LA CMC has a 

long term goal of meeting the 

HEDIS goal of 65%.  A formal QIA 

has been implemented to 

advance improvement.   

Readmission Rate ς 15% or less of Members 

readmitted within 30 days to same acute level 

of care for Year 1; less than 12 percent of 

Members readmitted within 30 days to same 

acute level of care in Year 2  

<12% 8.78% Continue to Monitor 

Percent of adult high service users (two or 

more IP admissions or four ER visits in a year) 

enrolled in an assertive community treatment 

program or psychosocial rehab. Source: 

Schizophrenia PORT, 1998, McEwan & Goldner 

2002; APA, 1999.(Year to Date) 

15% 25.74% Continue to Monitor 

Satisfaction 

Annual Member Satisfaction Survey:  83% 84.50% Although goal was met, an Action 

Plan implemented for measures 

below 80% in an effort for CQI 

Annual Provider Satisfaction Survey:  80% 87.60% Although goal was met, an Action 

Plan implemented for measures 

below 80% in an effort for CQI 
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B. Interdepartmental Monitoring Team (IMT) Performance Measures 

 

The OBH has established an Inter-Departmental Monitoring Team (IMT), comprised of separate Youth 

and Adult committees, for the purpose of:  

 

¶ Developing, overseeing and monitoring the LBHP quality assurance/quality improvement 

initiatives and activities; 

¶ Ensuring compliance with the 1915(b) waiver, 1915(c) waiver, and 1915(i) State Plan 

Amendment requirements by collecting and analyzing data and information on all 

delineated performance measures; 

¶ Ensuring compliance with the SMO contract by collecting, reviewing and analyzing data and 

information for assigned deliverables and performance guarantees; 

¶ Providing oversight and monitoring of corrective action plans (CAPS); 

¶ Providing guidance, oversight and monitoring of performance improvement projects; and 

¶ Implementing the Quality Improvement Strategy (QIS). 

 

Each IMT committee meets monthly and is composed of staff from OBH, DHH Bureau of Health Services 

Financing (Medicaid), Magellan, as well as consumer representatives.  In addition, the Youth committee 

includes membership from LBHP partnering state agencies including the Department of Children and 

Family Services (DCFS), Department of Education (DOE) and the Office of Juvenile Justice (OJJ).   The IMT 

reviews 119 performance measures that are reported on either a monthly, quarterly, semi-annual or 

annual basis.  The performance measures look at metrics that assess Access, Administrative 

Compliance, Survey Data, Eligibility, Enrollee Rights, Grievance, Outcomes, Quality, Reporting, 

Treatment Planning and Utilization.  The performance measures are monitored by the IMT to ensure 

upward trends and improvements are seen.  Fifty of the metrics have strict 100% compliance standards 

in order to meet federal regulations.  Of those, 21 are currently meeting the 100% compliance standard.  

The metrics that are in compliance are related to the 1915(c) and 1915(b3) waivers that fund the 

Coordinated Systems of Care program for children with Severe and Persistent Mental Illness (SPMI).   Of 

the metrics that do not meet compliance, most are related to the 1915(i) State Plan Amendment that 

funds Home and Community Based Services for the adult population.  The measures that are currently 

not meeting compliance are related to Access, Enrollee Rights, Reporting, and Treatment Planning.  

Magellan is currently implementing an Independent Assessment/Community-based Care Management 

action plan to improve compliance with these metrics.  This includes the implementation of 

standardized forms that will allow providers to consistently document required elements related to 

Enrollee Rights and Reporting.  Please see Section XVIII Behavioral Continuum (System 

Transformation) for full details on the action plan.  The following charts represent interventions 

implemented to improve compliance related to Treatment Planning, Access, and Grievances.  Magellan 

will work collaboratively with the IMT to monitor effectiveness of interventions throughout the third 

contract year.   
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Treatment Planning Interventions: 

Category Intervention Responsible Party 
Start and 

End Date 

Treatment Record 

Reviews  

Magellan's Quality Improvement Department's (QI) Clinical Reviewers 

conduct treatment record reviews (TRRs) to ensure that documentation 

and record keeping standards are in compliance with federal, state, and 

Magellan quality standards for treatment planning.  

QI Clinical Reviewers March 2012- 

ongoing 

Magellan standards require individualized treatment plans to be developed 

and does not allow authorization forms to be used as a treatment plan.  

Magellan Clinical Reviewers received training that any provider using 

authorization forms as treatment plans should be scored not in compliance.  

QI Clinical Reviewers Completed 

July 2014  

A random selection of providers is selected monthly from all level of cares 

to be reviewed or providers are chosen as a result of quality of care 

concerns reported.  At a minimum 10 records are reviewed per provider 

utilizing Magellan's Treatment Record Review Auditing Tool.  Providers that 

serve the 1915(i) State Plan Amendment and the 1915(c)(b3) populations 

are simultaneously audited using the Waiver Auditing Tool that monitors 

federal waiver performance measures.   High volume providers (i.e., those 

serving 50 or more members) are reviewed at a minimum once every three 

years.  

QI Clinical Reviewers March 2012- 

ongoing 

If a provider does not meet minimum standards (i.e., under 80% for the 

Magellan TRR tool, under 100% for the Waiver Audit Tool), the provider will 

be required to submit a corrective action plan explaining how they will 

address deficiencies.  Providers that score under 70% on the TRR Tool will 

be re-audited within 180 days to ensure that deficiencies have been 

addressed.  Providers that continue to not meet minimum standards will be 

referred to Magellan's Regional Network Credentialing Committee and the 

provider's status in the network could be affected.  

QI Clinical Reviewers March 2012- 

ongoing 

TRR and Waiver Performance Measure data are reviewed quarterly by 

Magellan's Quality Improvement Committee (QIC) and the Department of 

Health and Hospital's Interdepartmental Monitoring Team to determine if 

systemic opportunities for improvement are identified.  If so, Magellan will 

utilize the DMAIC (Define Measure Analysis Improve Control) model to 

conduct barrier analysis and develop interventions.  Data is reviewed 

quarterly to determine effectiveness of interventions and determine next 

steps.  

QI Clinical Reviewers March 2012- 

ongoing 

Provider Trainings Provided resource documents on the Magellan of Louisiana website 

outlining best practices and tips for writing treatment plans.  Resources 

offer providers guidelines on best practices in writing treatment plans and 

provide education of treatment plan writing techniques (e.g., SMART). 

These resources have been promoted during provider trainings as well as 

during onsite treatment record reviews. Resources can be located at: 

http://magellanoflouisiana.com/for-providers-la-en/quality-improvement-

and-outcomes.aspx.  

QM Administrator March 2014- 

ongoing 

Conducted educational training on development of treatment plan during 

the monthly provider call. Providers were given direct guidance that 

authorizations forms would not meet federal, state, and Magellan 

standards and would be scored not in compliance during audits.  

QM Administrator Completed 

August 2014 

http://magellanoflouisiana.com/for-providers-la-en/quality-improvement-and-outcomes.aspx
http://magellanoflouisiana.com/for-providers-la-en/quality-improvement-and-outcomes.aspx
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Independent 

Assessment/ 

Community Based 

Care Management 

(IA/CBCM) 

Implemented a four phased rollout of a new Independent Assessment/ 

Community Based Care Management (IA/CBCM) Plan of Care procedure 

that replaced the old authorization process for members eligible for the 

1915(i) State Plan Amendment.   The 1915(i) State Plan Amendment 

provides expanded home and community based services as determined by 

clinical and financial eligibility (e.g., adult members with Severe and 

Persistent Mental Illness).  The Independent Assessor/ Community-Based 

Care Manager serves as the independent conflict-free LMHP who will: 

¶ Assess member eligibility and needs; 

¶ Develop a plan of care (POC) that addresses needs identified in 

the assessment; and 

¶ Coordinate the overall delivery of home and community based 

services to the member. 

The new process brings Magellan into compliance with federal and state 

waiver performance measures that were validated by IPRO during this 

review.  The POC is a service plan that will be used to inform the treating 

ƘƻƳŜ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ōŀǎŜŘ ǇǊƻǾƛŘŜǊΩǎ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴΦ  

Adult Systems 

Administrator 

June 2014-

October 

2014 

A random selection of high volume providers is chosen quarterly for review 

in the process outlined in the TRR intervention.  A sample of 385 members 

is reviewed annually in an onsite provider review.  Providers who do not 

meet 100% compliance with waiver performance measures are required to 

submit a CAP.   

QI Manager August 2013 

Waiver Performance Measure data are reviewed quarterly by Magellan's 

Quality Improvement Committee (QIC) and the Department of Health and 

Hospital's Interdepartmental Monitoring Team to determine if systemic 

opportunities for improvement are identified.  If so, Magellan, in 

collaboration with the IMT Committee, will utilize the DMAIC (Define 

Measure Analysis Improve Control) model to conduct barrier analysis and 

develop interventions.  Data is reviewed quarterly to determine 

effectiveness of interventions and determine next steps. 

QI Manager August 2013 

Magellan implemented quarterly internal quality audits of paperwork 

submitted at time of 1915(i) eligibility evaluation.  Magellan will monitor 

compliance with treatment planning/Plan of Care elements.  Magellan will 

provide feedback to IA/CBCMs when compliance is not detected and 

request a written response on how they will correct deficiencies.  

QI Manager October 

2014 

 

Access to Care Global Initiatives  

Category Interventions Responsible Party 
Intervention 

Timeframe 

Grievance Monitor member grievances or provider complaints as they are received.       

Each grievance/complaint is acknowledged and addressed individually.  

Magellan tracks and trends to identify if multiple grievances are submitted       

for a provider or region.  aŀƎŜƭƭŀƴΩǎ ƴŜǘǿƻǊƪ ŘŜǇŀǊǘƳŜƴǘ ǊŜǾƛews data to 

determine if network development is needed to improve access for an 

area/region/service type or if a specific provider requires a corrective action     

plan to ensure compliance with access standards.   

QI and Network March 2012 

and ongoing 
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Internal training of Magellan staff on identifying member dissatisfaction 

(grievances), including those related to access, and reporting grievances in 

the CART tracking system.  Once grievances increase to a level deemed 

appropriate to the CMC, an initiative will be formed to decrease the level 

of grievances. 

Grievance Coordinator July 2013 

Contact providers and discuss appointment access standards when 

member grievance regarding access to care is received.  

Grievance 

Coordinator/Network 

July 2013 and 

ongoing 

Provider  Educate providers through network contacts, provider focus groups, and 

member service contacts to ensure the providers understand and are able 

to meet the contractual expectations for appointment standards.  

Network/Member 

Service/Clinical Staff 

June 2013 

and ongoing 

E-mail blast reminding all providers of the contractual obligation to access 

standards and educating them on keeping their practice information 

updated via the provider website. 

Network Administrator November 

2013 

Initiated quarterly survey of a sample of providers to monitor availability of 

emergent, urgent, & routine appointments. This survey will be 

administered by the Member Service Representatives who will call on 

behalf of Magellan using a planned script to inquire regarding availability of 

appointments related to access type. If survey finds provider does not 

meet established access standards, a follow-up letter is sent to provider 

discussing expectations and requesting planned actions to comply with 

appointment access standards.  

Member Service 

Supervisor/QI 

Manager 

June 2013 

and ongoing 

Network conducted a survey to providers (non-inpatient) requesting 

information about their specialties and availability; the network 

department updated provider records and provider search to ensure 

accurate provider availability is documented.  

Network Administrator December 

2013 

Member Member Services Representatives will assist members that contact 

Magellan seeking assistance in obtaining appointment; outpatient support 

specialists and/or care managers will assist member in secure appointment 

within established timeframes depending on need (e.g., emergent, urgent, 

routine). 

Member Service 

Staff/Care Manager 

June 2013 

and ongoing 

Educate members on access standards via member service calls; as part of 

discussion, reinforce with member that Magellan is available to assist and 

member should call back if unable to obtain timely appointment.  

Member Service 

Staff/Supervisor 

July 2013 and 

ongoing 

 

Access to Care Level of Care Specific 

Level of Care Interventions Responsible Party 
Estimated 

End Date 

Crisis Stabilization 

(Adults)  

¶ Recruitment efforts included educating interested providers on the 

Facility Needs Review and licensing requirements to increase 

awareness of needs and understanding.  

¶ Magellan currently partnered with several providers to develop Crisis 

Stabilization units for children and adults for Q1 2015.  

Network 

Administrator 

Q1 2015 

Short-Term 

Respite (CSoC)  

¶ There are 11 providers in the active CSOC Regions.   A provider is 

engaged in discussion to join the network for CSoC Regions 2 by Q1 

2015 and another provider anticipated to open in region 7 by the end 

of Q4 2014.   

¶ There are 3 providers are already available in the new CSoC Regions.  

Based on enrollment, the goal is to have 1 provider in each new 

region with an option to expand based on number of enrolled 

children.    

Network 

Administrator 

 

 

Q1 2015 

 

Crisis Stabilization 

(CSoC)  

¶ Magellan is partnering with OBH to propose licensing changes that 

will decrease barriers for new providers to join the network. Based on 

the outcome of the proposal, 10 new providers would be immediately 

Network 

Administrator 

Q1 2015 
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added to this level of care in the network. Final analysis expected in 

Q4 2014.   

¶ Partnering with several providers to develop Crisis Stabilization units 

for children and adults for Q1 2015.  

TGH ¶ Actively engaged with a provider that is anticipated to open an 8 bed 

facility in Alexandria by Q4 2014.   

¶ Working closely with a large provider to develop a financially viable 

ƳƻŘŜƭ ŦƻǊ ŀŘŘƛƴƎ ǎŜǾŜǊŀƭ ¢DIΩǎ ŀŎǊƻǎǎ ǘƘŜ ǎǘŀǘŜ ǘƘǊƻǳƎƘ ŀ ōǳƛƭŘ-out of 

homes clustered in regions.   This provider would meet the current 

need of 155 beds identified DCFS and OJJ.  

Network 

Administrator 

Q4 2014 

*Quarters represent calendar year quarters. 

 

Grievances 

Category Intervention Responsible Party 
Start and 

End Date 

Grievance 

Reporting 

Implemented CART (Complaints and Resolution Tracking) system that 

provides a standardized mechanism to enter and track complaints and 

grievances for all Magellan staff.  

QM Administrator Completed 

October 

2012   

Implemented internal trainings to reiterate waiver timeliness standards (14 

day resolution timeframe).  Established internal monitoring for grievances 

for waiver members to ensure timeliness is met.    

QM Administrator Completed 

June 2014 

 

 

V.  Quality Improvement Activities and Performance Improvement Projects 

 

The QI department monitors critical performance measures on an ongoing basis to determine if 

opportunities for improvement are identified.  The LA CMC also works with contract monitors to 

determine if statewide improvements are needed.  The Louisiana CMC conducted 3 main Performance 

LƳǇǊƻǾŜƳŜƴǘ tǊƻƧŜŎǘǎ όtLtΩǎύ ŘǳǊƛƴƎ ǘƘŜ ǎŜŎƻƴŘ ŎƻƴǘǊŀŎǘ ȅŜŀǊΦ  !ƭƭ tǊƻƧŜŎǘǎ ǳǎŜŘ ǘƘŜ {ƛȄ {ƛƎƳŀ 5a!L/ 

framework by identifying metrics and barriers and implementing solutions.  Statistical analysis using the 

Six Sigma analyzes the number of defects in a process compared to baseline results to show statistical 

improvement.  The sigma levels range from 0 to 6 with any increase showing statistical improvement.  

The 3 formal PIPs for year 2 were:  Improve Member Access to Emergent, Urgent, and Routine 

Appointments; Improve the Number of CSoC Treatment Plans (Plans of Care) with Service Authorization 

at First Review; and Improve the Rate of Ambulatory Follow-Up After Hospitalization for Mental Illness.   

 

A. Improve Member Access to Emergent, Urgent, and Routine Appointments   

 

As part of the implementation of managed care, the Louisiana Behavioral Health Partnership identified 

access to care as a priority for formal performance monitoring and improvement as part of the contract 

requirements for the first year.  This topic was described in the Louisiana Request for Proposal (RFP).  

 

It is important for members to be able to access care within appropriate timeframes once a need is 

recognized and based on the urgency of the issue.  Avoiding delays in care is essential to prevent further 
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ŘŜǘŜǊƛƻǊŀǘƛƻƴ ƻŦ ǘƘŜ ƳŜƳōŜǊΩǎ ŎƻƴŘƛǘƛƻƴΦ  hƴŜ ƻŦ aŀƎŜƭƭŀƴΩǎ ǇǊƛƳŀǊȅ ŦǳƴŎǘƛƻƴǎ ƛǎ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ 

members are able to promptly access behavioral healthcare services based on the presenting issue.  

Timely access to care impacts satisfaction and potentially clinical outcomes;  therefore, it is important 

for the Louisiana Care Management Center (LA CMC) to monitor the promptness with which members 

are able to access emergent, urgent, and routine services.   

 

The aim of the Improve Member Access to Emergent, Urgent, and Routine Appointments Performance 

Improvement Plan (Appointment Access PIP) is to ensure members receive access to services based on 

their needs and to improve member access to emergent, urgent, and routine appointments when 

deficiencies are identified. Based on Magellan national standards, the following performance 

appointment access goals were established and approved by the Quality Improvement Committee 

(QIC).   

¶ Emergent ς 95% 

¶ Urgent ς 95%  

¶ Routine ς 70% 

aŀƎŜƭƭŀƴ ǿƛƭƭ ŀƭǎƻ ƳƻƴƛǘƻǊ ƳŜƳōŜǊǎΩ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ǘheir appointment access through member 

grievances, provider complaints and satisfaction survey data to ensure a comprehensive picture of 

appointment access is evaluated.  

 

¢ƘŜ ŦƻƭƭƻǿƛƴƎ ŘŜǘŀƛƭǎ ǘƘŜ ǇǊƻƧŜŎǘΩǎ ƳŜǘƘƻŘƻƭƻƎȅΣ ōŀǊǊƛŜǊǎΣ ƛƴǘŜǊǾŜƴǘƛƻƴǎΣ results, and next steps.  

 

Methodology 

 

1. Performance Indicators 

The appointment access standards established for Medicaid members in the State of Louisiana are:    

¶ Emergent ς 1 hour 

¶ Urgent ς 48 hours/2 calendar days 

¶ Routine ς 14 calendar days 

aŀƎŜƭƭŀƴ ŜǾŀƭǳŀǘŜŘ ƳǳƭǘƛǇƭŜ ƳŜŀǎǳǊŜǎ ǘƻ ƳƻƴƛǘƻǊ ƳŜƳōŜǊ ŀǇǇƻƛƴǘƳŜƴǘ ŀŎŎŜǎǎ ŀƴŘ ƳŜƳōŜǊǎΩ 

perception of their appointment access.   

Five measures were identified as meaningful for the Appointment Access PIP: 

 

1. Time from request for service to authorization of service (N = Total member population 

classified as urgent, emergent, or routine) 

2. Time from request for service to member accessing service (N = Total member population 

classified as urgent, emergent, or routine ) 



LOUISIANA CARE MANAGEMENT CENTER 
QUALITY IMPROVEMENT ς CLINICAL MANAGEMENT PROGRAM EVALUATION 

March 1, 2013-February 28, 2014 
 

 APPROVED BY LOUISIANA CMC QUALITY IMPROVEMENT COMMITTEE ON 8/14/2014 

CONFIDENTIAL, PROPRIETARY AND TRADE SECRET INFORMATION                                                                                                35 
 

3. Member satisfaction with access to care ς Minors (N = Total youth member population 

ages 21 and under) 

4. Member satisfaction with access to care ς Adults (N= Total adult member population ages 

22 and older) 

5. Member grievances and provider complaints regarding access to care (N = Total members 

or providers who reported a grievance related to access) 

 

Baseline results of each of these access measures are presented below. 

 

Measurement #1:  Percent of members who are authorized for service within required timeframes 

(defined as the time a member or provider requests service authorization to the time an organizational 

determination is made).  Quarterly results (contract year quarters) are shown below.   

 

Date Num Denom Emergent Num Denom Urgent Num Denom Routine 

Q1* 3381 4394 76.95% 2951 2959 99.73%  41135 41157 99.95%  

Q2 2314 2326 99.48% 2987 2993 99.80%  18325 18337 99.93%  

Q3 2612 2633 99.20% 3377 3382 99.85%  20540 20553 99.94%  

Q4 4702 4720 99.61% 3329 3331 99.94%  18906 18918 99.94%  

* Q1 has 4 months due to startup in middle of quarter. 

 

Findings: With the exception of Q1 emergent access, all other quarters exceeded the established 

decision determination timeliness standard of 95% or above. Q1 emergent data was affected from 

barriers related to the implementation of the contract. Due to high compliance rates, this measure was 

not identified as an opportunity for improvement and was not addressed in the PIP.  

 

Measurement #2 ς The percent of members attending an appointment within time standards defined 

as date of request for service and date of first claim post request for service.  

 

Annual (3/1/12 ς 2/28/13) appointment access results provided in the table below are based on claims 

data with run out through May 2013.  

 

Access Type Performance Goal Num Denom 3/1/2012 ς 2/28/3013 Sigma 

Level 

Emergent 95% < 1 hour 1,920 2,053 93.5% 3.02 

Urgent 95% < 48 hours/2 calendar days 16,175 22,718 71.2% 2.06 

Routine 70% < 14 calendar days 45,896 61,441 74.7% 2.17 

 

Findings: Emergent appointment access measured 1.5 percentage points below the established goal of 

95%. When evaluating emergent access standards, it is important to note that Magellan identified 
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requests for authorizations for emergent appointment access generally take place when members are 

ŀƭǊŜŀŘȅ ƛƴ ŀ ǎŜŎǳǊŜ ŜƴǾƛǊƻƴƳŜƴǘ όŜΦƎΦΣ ŀƴ ŜƳŜǊƎŜƴŎȅ ǊƻƻƳ ƻǊ ŀ ǇǊƻǾƛŘŜǊΩǎ ƻŦŦƛŎŜύΦ  ²ƘŜƴ ŀ ƳŜƳōŜǊ ƛǎ 

not in one of these locations, the delay in access is most likely related to getting the member from the 

current location to a safe environment.  The rural landscape of the state is a barrier to accessing care 

within the established one-hour goal.   

 

The urgent appointment access result (i.e., date of request to date of service) is 23.8 percentage points 

lower than established goal. Barriers affecting appointment access are discussed in further detail in the 

barrier analysis section.  

 

The routine appointment access measure exceeds the threshold goal and is 4.7 percentage points 

above the established goal of 70%. Routine access was not identified as an opportunity for 

improvement.  

 

 

 

Measure #3 ς 2013 Member satisfaction with access to care ς Minors 

 

 Question Number  

Responded 

% Positive 

Q08 Staff was willing to see my child as often as I felt was 

necessary. 

262 87.0% 

Q09 Staff returned our call(s) in 24 hours. 266 83.0% 

Q10 Services were available at times that were good for us. 264 84.0% 

Q11 The time my child waited between appointments was 

acceptable. 

265 81.5% 

Q12 My family got as much help as we needed for my child. 270 81.1% 

Q13 My child was able to see a psychiatrist when he/she wanted 

to. 

251 72.9% 

 

Findings: The youth survey was comprised of 44 items and was mailed to 2500 youths randomly 

selected with the option to respond via mail, fax, or online. The survey was sent to a random selection 

of members who received at least one service from January 1, 2013 to March 31, 2013.  Three weeks 

following the initial mailing, a second survey was sent to those members not responding.  Review of 

satisfaction results above demonstrates the majority of the parents of minors are satisfied with their 

ability to access providers. With the exception of Q13 related to Access to psychiatrist when wanted, all 

satisfaction survey results exceed the threshold goal of 80% or above. Although the results are above 

the goal, access to providers remains an opportunity for improvement, especially as it relates to 

accessing psychiatrists. This finding is further supported by the results of the Adult survey provided 

below.  
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Measure #4 ς 2013 Member satisfaction with access to care ς Adults 

 

 Question Number  

Responded 

% Positive 

Q8 
Staff members were willing to see me as often as I felt 

was necessary. 
276 79.7% 

Q9 Staff members returned my call(s) in 24 hours. 269 71.4% 

Q10 
Services were available at times that were good for 

me. 
285 83.5% 

Q11 
The time I waited between appointments was 

acceptable. 
285 79.7% 

Q12 Helped you connect to the services you needed. 277 79.4% 

Q13 I was able to see a psychiatrist when I wanted to. 281 76.1% 

 

Findings: The adult survey contained 40 items and the sample was randomly selected and disseminated 

in the same way as the youth survey with 2500 surveys mailed to adult members.  Adult members 

indicated lower satisfaction levels with access than did parents of minors. This finding is consistent with 

ŦƛƴŘƛƴƎǎ ǎŜŜƴ ŀŎǊƻǎǎ ǘƘŜ aŜŘƛŎŀƛŘ ǇƻǇǳƭŀǘƛƻƴǎ ǎŜǊǾŜŘ ōȅ aŀƎŜƭƭŀƴΩǎ ǇǳōƭƛŎ ǎŜŎǘƻǊ /a/ΩǎΦ  !Řǳƭǘ 

members tend to have lower satisfaction levels in general. The results above are close to threshold hold 

goal of 80%, but only Q10 Services were available at times that were good for me exceeded the 

established threshold. These findings reinforce the need to monitor access and member satisfaction 

with access and identify interventions to potentially improve satisfaction levels.  

 

Measure #5 ςMember grievances and provider complaints related to access  

 

1st Qtr 2012 2nd Qtr 2012 3rd  Qtr 2012 4th  Qtr 2013 Total 

0 1 2 4 7 

 

Findings: The number of member grievances and provider complaints received from 3/1/2012 ς 

2/28/2013 related to access to care totaled 7.  Magellan believes this number is low and may not be 

ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ƻŦ ǘƘŜ ƳŜƳōŜǊǎΩ ǇŜǊŎŜǇǘƛƻƴΦ  .ŀǎŜŘ ƻƴ ŎǳǊǊŜƴǘ ŘŀǘŀΣ ƛǘ ŘƻŜǎ ƴƻǘ ŀǇǇŜŀǊ Ƴƻǎǘ ƳŜƳōŜǊǎ 

are dissatisfied with their ability to access appointments, but it is difficult to draw any firm conclusion. 

The number of grievance indicates Magellan may need to reinforce previously conducted trainings 

regarding the grievance process to ensure all grievances and complaints are being adequately captured.  

 

Summary of Measures 

 

¢ƘŜ Řŀǘŀ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ aŀƎŜƭƭŀƴΩǎ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ǇǊƻŎŜǎǎ ŀŘƘŜǊŜǎ ǘƻ aŀƎŜƭƭŀƴ ǎǘŀƴŘŀǊŘǎ ŦƻǊ ŜƴǎǳǊƛƴƎ 

members are authorized to attend appointments in a timely manner.  Member access from time of call 

to date of service when reviewed in conjunction with satisfaction survey results offers an opportunity 
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for further improvement.  The appointment access measure with the largest discrepancy between date 

of request and service date relates to urgent appointment access, which is 23.8 percentage points lower 

than established goal.  

 

Procedures for Data Collection 

 

Measure #1:  Data collected from Magellan utilization management system (IP) using the Date of 

Request to Date of Decision fields 

 

Measure #2:  Data collected from Magellan utilization management system (IP) and claims system 

(CAPS) fields for Date of Request to Date of Claim for first service after request 

 

Measures #3 & #4: Member Satisfaction surveys conducted by Magellan Survey and Outcomes 

Department using standard Magellan methodology.  Survey sent to all clients who requested treatment 

between 1/1/13 and 3/31/13.  

 

Measure #5: Data collected through Magellan complaint and grievance tracking system (CART) when a 

member and/or family member makes an expression of dissatisfaction regarding appointment access to 

provider.  

 

Project Goals for Measures 

 

Measure #1:  Decision Timeliness: 95% of all requests meet established decision timeliness standards 

 

Measure #2: Appointment Access 

¶ Emergent: 95% 

¶ Urgent: 95% 

¶ Routine: 70% 

Measures #3 & #4: 80% satisfaction with each element  

 

Measure #5: Initially the goal will be to increase grievances and complaints as Magellan is concerned 

that the current number is not an accurate representation of grievances and complaints in the network.  

Once a baseline is established and data stabilizes, Magellan will establish a goal to reduce the number 

of grievances and complaints. 

  

Project Timeline 
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Data is monitored quarterly.  Baseline data was collected in the first contract year (3/1/12-2/28/13).  

Re-measurement data was collected for the second contract year (3/1/13-3/28/14).   

 

Measure #1:  Due to 100% compliance with decision timeliness over the last 3 quarters, it is 

recommended this measure be maintained as a monitoring indicator and removed as a measure under 

this PIP.  

 

Measure #2: It is recommended monitoring of appointment access via claims data be continued into 

Year 2, with focus on increasing the percent of urgent appointments kept within the established time 

goal (48 hours/2 calendar days).  Due to the barriers which can affect members complying with 

accessing urgent care, Magellan proposes establishing an intermediate Year 2 goal of 80%, an increase 

of 8.8 percentage points.  It is recommended further interventions are implemented and a second re-

measurement is taken for the third contract year (3/1/14-2/28/15) for this measure.  

 

Measures #3 & #4: These measures provide a method to obtain member perception of access to care 

most closely associated with routine appointment access.  Magellan recommends continuing to monitor 

metrics in the third contract year (3/1/14-2/28/15) as part of this PIP to ensure member perception of 

appointment access is adequately monitored.  

 

Measure #5: Tracking and trending of member complaints related to access also supports analysis of 

findings related to other metrics. It is recommended monitoring continue as part of this PIP in the third 

contract year (3/1/14-2/28/15). 

 

Event Timeframe 

Baseline Measurement Period  3/1/2012 through 2/28/2013 

Interim Measurement Period Quarterly 3/1/2013 through 2/28/2014 

Submission of Interim Report (if applicable) N/A 

Re-measurement Period Quarterly 3/1/2013 through 2/28/2014 

Intervention Implementation See dates below in Interventions Planned and 

Implemented 

Analysis of Project Data Quarterly 3/1/2013 through 2/28/2014 

Submission of Final Report 5/31/2014 

 

 

Interventions/Changes for Improvement 

 

Barrier Analyses 

 

Barriers affecting appointment access include:  
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Member 

¶ Member decides not to attend scheduled appointment 

¶ Member makes appointment outside of standards based on their convenience 

¶ Member decides appointment is no longer urgent 

¶ Member lives in a rural area that does not have access to all levels of service 

 

Provider 

¶ Provider perception that appointment is not emergent/urgent 

¶ Provider does not have available appointment within required standards 

¶ Provider does not disclose changes in availability to Magellan resulting in inaccurate 

information in the Magellan provider database   

¶ Provider does not adhere to contractual standards for emergent, urgent, and routine access. 

¶ Provider unaware of required access standards 

 

Magellan 

¶ Magellan staff incorrectly classifies appointment need.  

¶ Magellan staff does not enter complete data when completing authorizations. 

¶ Magellan does not obtain information from providers regarding current availability. 

¶ There is not a sufficient network for all levels of care for all areas in the state. 

 

Interventions Planned and Implemented 

Category Interventions Responsible Party 
Intervention 

Timeframe 

Grievance Monitor member grievances or provider complaints as they are received.       

Each grievance/complaint is acknowledged and addressed individually.  

Magellan tracks and trends to identify if multiple grievances are submitted       

for a provider or region.  aŀƎŜƭƭŀƴΩǎ ƴŜǘǿƻǊƪ ŘŜǇŀǊǘƳŜƴǘ ǊŜǾƛŜǿǎ Řŀǘŀ ǘƻ 

determine if network development is needed to improve access for an 

area/region/service type or if a specific provider requires a corrective action     

plan to ensure compliance with access standards.   

QI and Network March 2012 

and ongoing 

Internal training of Magellan staff on identifying member dissatisfaction 

(grievances), including those related to access, and reporting grievances in 

the CART tracking system.  Once grievances increase to a level deemed 

appropriate to the CMC, an initiative will be formed to decrease the level 

of grievances. 

Grievance Coordinator July 2013 

Contact providers and discuss appointment access standards when 

member grievance regarding access to care is received.  

Grievance 

Coordinator/Network 

July 2013 and 

ongoing 

Provider  Educate providers through network contacts, provider focus groups, and 

member service contacts to ensure the providers understand and are able 

to meet the contractual expectations for appointment standards.  

Network/Member 

Service/Clinical Staff 

June 2013 

and ongoing 

E-mail blast reminding all providers of the contractual obligation to access 

standards and educating them on keeping their practice information 

updated via the provider website. 

Network Administrator November 

2013 

Initiated quarterly survey of a sample of providers to monitor availability of Member Service June 2013 
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emergent, urgent, & routine appointments. This survey will be 

administered by the Member Service Representatives who will call on 

behalf of Magellan using a planned script to inquire regarding availability of 

appointments related to access type. If survey finds provider does not 

meet established access standards, a follow-up letter is sent to provider 

discussing expectations and requesting planned actions to comply with 

appointment access standards.  

Supervisor/QI 

Manager 

and ongoing 

Network conducted a survey to providers (non-inpatient) requesting 

information about their specialties and availability; the network 

department updated provider records and provider search to ensure 

accurate provider availability is documented.  

Network Administrator December 

2013 

Member Member Services Representatives will assist members that contact 

Magellan seeking assistance in obtaining appointment; outpatient support 

specialists and/or care managers will assist member in secure appointment 

within established timeframes depending on need (e.g., emergent, urgent, 

routine). 

Member Service 

Staff/Care Manager 

June 2013 

and ongoing 

Educate members on access standards via member service calls; as part of 

discussion, reinforce with member that Magellan is available to assist and 

member should call back if unable to obtain timely appointment.  

Member Service 

Staff/Supervisor 

July 2013 and 

ongoing 

 

Results 

 

Measure #2 

Quarters

Metrics Volume Percent Sigma LevelVolume Percent Sigma Level Volume Percent Sigma LevelVolume Percent Sigma Level

Emergent 446 93.95% 3.05 482 84.65% 2.52 441 80.27% 2.35 243 79.84% 2.34

Urgent 9679 58.65% 1.72 11394 60.17% 1.76 11320 57.07% 1.68 7846 63.32% 1.84

Routine 5748 80.20% 2.35 13762 76.97% 2.24 19640 73.47% 2.13 20415 78.62% 2.29

Q4Q1 Q2 Q3

 
 

 
 

Measure #3: 2013 Member satisfaction with access to care ς Minors 
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  Question % POSITIVE 

    Mar 2013-Feb 

2014 

Mar 2012-Feb 

2013 

Change 

όҧΣҨΣ Ґύ 

Q08 Staff was willing to see my child as often as I felt was 

necessary. 

89.1% 87.0% ҧ 

Q09 Staff returned our call(s) in 24 hours. 86.3% 83.0% ҧ 

Q10 Services were available at times that were good for us. 85.5% 84.0% ҧ 

Q11 The time my child waited between appointments was 

acceptable. 

84.4% 81.5% ҧ 

Q12 My family got as much help as we needed for my 

child. 

77.6% 81.1% Ҩ 

Q13 My child was able to see a psychiatrist when he/she 

wanted to. 

75.6% 72.9% ҧ 

 

Measure #4: 2013 Member satisfaction with access to care ς Adults 

 

  Question % POSITIVE 

    Mar 2013-Feb 

2014 

Mar 2012-Feb 

2013 

Change 

όҧΣҨΣ Ґύ 

Q08 Staff members were willing to see me as often as I 

felt it was necessary. 

82.6% 79.7% ҧ 

Q09 Staff members returned my call(s) in 24 hours. 80.9% 71.4% ҧ 

Q10 Services were available at times that were good for 

me. 

84.2% 83.5% ҧ 

Q11 The time I waited between appointments was 

acceptable. 

79.3% 79.7% Ҩ 

Q12 I was able to get all the services I thought I needed. 78.7% 79.4% Ҩ 

Q13 I was able to see a psychiatrist when I wanted to. 76.7% 76.1% ҧ 

 

Measure #5: Member Grievances and Provider Grievances Related to Access 

  

Contact Year Q1 Q2 Q3 Q4 Total 

1 0 0 1 2 7 

2 5 2 7 21 35 

 

 

Discussion 

 

Discussion of Results 
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Measure #2: 

As the table above shows, urgent and emergent showed decreases from contract year 1. Emergent 

appointment access decreased during 4th quarter and was 15 percentage points below the established goal 

of 95%. Urgent appointment access was 35.5 percentage points below the established goal of 95%. A chart 

audit was conducted to determine root cause for deficiencies.  The root cause of not meeting emergent and 

urgent access standards was identified as routine community based service appointments (paper based 

authorizations) that were being classified as urgent and emergent.  These specific services require prior 

authorization from providers as well as the submission of eligibility and/or authorization paperwork to 

determine if service were medically necessary.  Outpatient urgent and emergent appointments would be 

considered pass through services that would not require this level of review.  The Magellan IT system will 

not allow these appointments to be reclassified; however, it was determined that urgent appointment 

access would increase to 82% compliance with correct classifications. Administrative staff of the Utilization 

Management department is now receiving a weekly report to review all outpatient services that were 

classified as emergent or urgent to address deficiencies in a timely manner and better shape Magellan staff 

behavior.  Magellan is confident that contract year 2015 will display higher percentages in these services 

due to the implementation of this intervention.  

 

Routine appointment access measure increased from Q2 and Q3 with results displaying 78.6% in Q4.  

This result 8.6 percentage points above the established goal of 70%.  

 

Measure #3 and #4: 

 

aŀƎŜƭƭŀƴΩǎ bŀǘƛƻƴŀƭ {ǳǊǾŜȅ 5ŜǇŀǊǘƳŜƴǘ ƳŀƛƭŜŘ нрлл ǎǳǊǾŜȅǎ ǘƻ ƳƛƴƻǊǎ ƛƴ WŀƴǳŀǊȅ-March 2013 for 

contract year 1 and 2500 surveys in July-September 2013 for contract year 2.  The response rate for 

each was 13.2% and 12.5% respectively.  The overall satisfaction increased from 85.4% in contract year 

1 to 86.2% in contract year 2, which exceeded the goal of 80%.  The results displays that for contract 

year 2014, all questions related to acceǎǎ ǿŜƴǘ ǳǇ ŜȄŎŜǇǘ ŦƻǊ άvмнΥ aȅ ŦŀƳƛƭȅ Ǝƻǘ ŀǎ ƳǳŎƘ ƘŜƭǇ ŀǎ ǿŜ 

ƴŜŜŘŜŘ ŦƻǊ Ƴȅ ŎƘƛƭŘέΦ  9ǾŜƴ ǘƘƻǳƎƘ ǘƘŜ ƳŀƧƻǊƛǘȅ ƻŦ ǘƘŜ ƳŜǘǊƛŎǎ ƛƴŎǊŜŀǎŜŘΣ vмн ƛǎ ǊŜŎƻƎƴƛȊŜŘ ŀǎ ŀƴ 

opportunity for improvement by the CMC. 

 

aŀƎŜƭƭŀƴΩǎ bŀǘƛƻƴŀƭ {ǳǊǾŜȅ 5ŜǇŀǊǘƳŜƴǘ ŀƭǎƻ ƳŀƛƭŜŘ ƻǳǘ нрлл ǎǳǊǾŜȅΩǎ ǘƻ ŀŘǳƭǘǎ ƛƴ ǘƘŜ ǎŀƳŜ ǘƛƳŜ ŦǊŀƳŜ 

as minors.  The response rate was 13.4% for Jan-March 2013 and 12.6% for July-September 2013. The 

overall satisfaction rate increased from 79.7% for the first contract year to 82.7% for the second 

contract year, which exceeded the 80% satisfaction goal.  

 

There are six questions in the Minor and Adult survey to measure satisfaction related to access to care.  

Nine of the twelve questions demonstrated increases in satisfaction.  Two of the three questions 

demonstrating decreased in satisfaction were from the adult survey and each decreased by less than 

one percentage point from contract year one to two. The final question that showed decrease was from 
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the minor survey.  This question was related to a family feeling satisfied with receiving as much help as 

was needed for their child and decreased by 3.5 percentage points from contract year one to two.  All 

three of the questions demonstrating decreases were not considered statistically significant declines. 

The chart below outlines the questions and the satisfaction rates.    

   
Type Question # Question % Positive CY1: 

3/1/12-2/28/13 
% Positive CY2: 
3/1/13- 2/28/14 

Minor Q12 My family got as much help as we needed for my child. 81.1% 77.6% 

Adult Q11 The time I waited between appointments was acceptable. 79.7% 79.3% 

Adult Q12 Helped you connect to the services you needed. 79.4% 78.7% 

 

Although performance thresholds were met in both the adult and minor surveys, it is believed 

satisfaction survey data provides a meaningful perspective regarding the voice of members regarding 

access to care.  Magellan recommends the two metrics continue to be monitored as part of the PIP.  

Magellan will develop a corrective action plan related to survey data that will be monitored as part of 

the Magellan Satisfaction Survey Work Group.  

 

Measure #5: 

 

The number of member grievances and provider complaints related to access received for Q4 2013 was 21.  

There were a total of 35 grievance regarding access in CY2. Magellan attributes this increased to successful 

implementation of interventions to identify and track grievances and complaints.  Grievances and 

complaints continued to be handled individually and track and trended to identify network or provider 

deficiencies.  

 

Limitations 

A limitation to this PIP is related to the number of grievances and complaints in contract year 1.  Magellan 

was uncertain if the low volume was due to lack of dissatisfaction by members, member/providers not 

understanding how to file a grievance/complaint, or lack of Magellan capturing grievances/complaints.  

Magellan did implement training interventions which lead to a 214% increase in grievances in contract year 

2 and will continue to monitor in contract year 3.  Another limitation of the PIP is related to the relative 

newness of the data. It is believed that data will mature and normalize over time which will then allow for 

improved identification of opportunities for improvement.  

 

Next Steps 

 

Lessons Learned 

When evaluating deficiencies in urgent and emergent appointment, Magellan conducted root cause 

analysis.  It was identified the root cause of most of the deficiencies was the misclassification of paper 
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based authorizations as urgent or emergent by Utilization Management staff.  As a result, Magellan has 

recognized the importance of increased monitoring of the Utilization Management department and 

implemented interventions to address.   

 

System-level Changes Made and/or Planned 

Magellan continues to facilitate member access to emergent, urgent, and routine appointments within 

appropriate timelines based on the identified need.  In the third contract year, the network department 

will implement several tracking mechanisms to capture non-grievance inquiries related to access to 

ensure all opportunities for improvement are identified (not just those reported by members).  

Interventions will also be implemented to improve the accuracy of the Magellan Provider Database 

(IPD) to ensure the system is up to date regarding provider availability.  Magellan continues to 

strategize on network development for regions or service types that are not adequately represented.    

Magellan will focus interventions on improving access of crisis intervention and crisis stabilization 

through network recruitment and development (see May 2014 interventions).  It is believed that this 

will positively impact urgent appointment access.  Weekly monitoring of appointment classification is 

also anticipated to have a positive impact on results.   

 

Conclusion 

 

The CMC has identified many barriers and instituted interventions to improve appointment 

accessibility; although positive results are noted, many metrics have not met the established minimum 

performance goals.  In the third contract year, the network department will implement several tracking 

mechanisms to capture non-grievance inquiries related to access to ensure all opportunities for 

improvement are identified (not just those reported by members).  Interventions will also be 

implemented to improve the accuracy of the Magellan Provider Database (IPD) to ensure the system is 

up to date regarding provider availability.  Magellan continues to strategize on network development 

for regions or service types that are not adequately represented.   Magellan will focus interventions on 

improving access to crisis intervention and crisis stabilization through network recruitment and 

development (see May 2014 interventions).  It is believed that this will positively impact urgent 

appointment access. Weekly monitoring of appointment classification is also anticipated to have a 

positive impact on results.  Magellan recommends this PIP continue into contract year 3.   

 

B. Improve the Number of CSoC Treatment Plans (Plans of Care) with Service Authorization at First 

Review 

 

Magellan was contractually required to implement a predetermined clinical Performance Improvement 

Project (PIP) during the first contract year. The clinical PIP was identified in the Request for Proposal 

όwCtύ ŀǎ ά¢ƘŜ ƴǳƳōŜǊ ƻŦ /ƻƻǊŘƛƴŀǘŜŘ {ȅǎǘŜƳ ƻŦ /ŀǊŜ ǘǊŜŀǘƳŜƴǘ Ǉƭŀƴǎ ǿƛǘƘ ǎŜǊǾƛŎŜ ŀǳǘƘƻǊƛȊation at first 
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ǊŜǾƛŜǿΦέ όNote: from this point forward, this PIP will be using the term Plan of Care as the appropriate 

language for the CSoC Program.)  

  

One of the goals of the Coordinated System of Care (CSoC) is to ensure children who are either in an 

out-of-home placement or at risk of out-of-home placement receive sufficient community-based 

services to reduce the risk of future out-of-home placements.  Evidence supports the concept that 

children receiving services in the home or community have a lower risk of out-of-home placement than 

those who receive services in more restrictive settings.  Ensuring appropriate authorization of 

community-based services at the time the plan of care is developed helps ensure members have access 

to these services.  

 

One of the goals of the CSoC is to ensure that children who are already in out-of-home placement or at 

imminent risk for out-of-home placement receive sufficient home and community-based services to 

reduce their risk of future out-of-home placement. This topic was selected as one method to monitor 

the use of home and community-based services (HCBS) for these at risk children. 

 

The aim of the PIP is to ensure that members who are enrolled into the CSoC program have 

authorizations and receive services prior to the first review.  As part of this project, Magellan will 

ƳƻƴƛǘƻǊ ōƻǘƘ ŀǳǘƘƻǊƛȊŀǘƛƻƴ Řŀǘŀ ŀƴŘ ŎƭŀƛƳǎ ŘŀǘŀΦ  !ǳǘƘƻǊƛȊŀǘƛƻƴ Řŀǘŀ ǿƛƭƭ ōŜ ǳǎŜŘ ǘƻ ƳƻƴƛǘƻǊ aŀƎŜƭƭŀƴΩǎ 

internal processes to ensure authorizations are made within 30 days of enrollment. Magellan will also 

monitor claims to determine if the services were received prior to the first review.  Metrics that do not 

meet standards will be analyzed in order to identify opportunities for improvement.   

 

Methodology 

 

Performance Indicators 

 

During the baseline period, there were 969 unduplicated children that were enrolled for wraparound 

services and remained enrolled for at least 30 days from date of enrollment.  Review of records 

indicates all 969 children had a 30 day review of their Plan of Care.  Of the 969 unduplicated children, 

929 (95.9%) received authorizations for a CSoC service.  An additional 4 children received authorizations 

for non-CSoC services totaling 933 members. Thus, 96.3% of CSoC children received some form of 

service authorization (CSoC + other).   

To further evaluate, Magellan then examined the percentage of these children who had claims filed on 

their behalf for the service authorizations.  The analysis revealed that 42.6% of these children (397/933) 

had claims filed during this period.  The majority of these claims were filed within 90 days [360 of the 

397 (90.7%) children had claims filed within 90 days].   
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Youth Support & Training accounted for 32.5% (150 of 461) of the paid claims, and Parent Support & 

Training accounted for 67.5% (311 of 461) of the claims.  Forty nine percent of the claims (n=461) were 

filed for CSoC services, indicating approximately half of the claims were filed for non-CSoC services (e.g., 

CPST, PSR, med. mgt.).  Specific to CSoC services, a total of 365 CSoC children received Youth Support & 

Training, Parent Support & Training, or both.   

 

Procedures 

 

WAA roster data were matched against the Magellan data system (IP) to identify all CSoC children who 

received authorization for services.  The Magellan data system records all CSoC treatment 

authorizations as well as the specific service level authorized. The WAA roster data were further 

matched against claims data to determine the percentage of children who had claims filed for 

authorized services.  The data collection timeframe was 3/1/2012 through 2/28/2013 with the 

requirement that all CSoC children included in the measurement period had been enrolled in a WAA for 

at least 30 days.   

 

Project Timeline 

 

Data is monitored quarterly.  Baseline data was collected in the first contract year (3/1/12-2/28/13).  

Re-measurement data was collected for the second contract year (3/1/13-3/28/14).  It is recommended 

further interventions are implemented and a second re-measurement is taken for the third contract 

year (3/1/14-2/28/15).  

 

Event Timeframe 

Baseline Measurement Period 3/1/2012 through 2/28/2013 

Interim Measurement Period Quarterly 3/1/2013 through 2/28/2014 

Submission of Interim Report (if applicable) N/A 

Re-measurement Period Quarterly 3/1/2013 through 2/28/2014 

Intervention Implementation See Interventions below 

Analysis of Project Data Quarterly 3/1/2013 through 2/28/2014 

Submission of Final Report 5/31/2014 

 

Interventions/Barriers 

 

Barriers are numbered and the interventions are identified.  

 

Description of intervention 
Intervention 

Timeframe 

General Providers:   
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1. Providers are not aware of need to refer to community based services.  If aware, 

providers may not understand the value of referring members to community 

resources.   

a. The Magellan CSoC team is workƛƴƎ ǘƻ ŜƴŎƻǳǊŀƎŜ ²!!Ωǎ ŀƴŘ C{h ǘƻ ƛƴŎǊŜŀǎŜ 

referrals to community based services as identified by:  

1) CSoC Wraparound Coaches and Care Managers speak with clinical directors 

or program directors weekly to provide education on the different provider 

types and services available to the enrolled members.    

2) A formal Affinity call occurs every other Wednesday between WAA Executive 

Directors (Clinical directors and Program Directors), Magellan DOE liaison, 

Magellan CSoC Team Members, and FSO Executive Director to identify 

systemic and/or process barriers that may hinder utilization of services and 

then bring issues to resolution.   

 

 

 

 

1a.  1/2013 and 

ongoing 

1) 1/2013 and 

ongoing (occurs 

weekly) 

2) 1/2013 and 

ongoing (occurs bi-

monthly) 

Magellan Internal: 

2. Need to analyze claims information to determine if member actually utilized services.   

a. Develop routine query of claims information for each of the 5 CSoC services; 

report should allow for 90 day claims run out.  

 

  

 

2a. 5/2013 and 

ongoing 

²!!ΩǎκC{h tǊƻǾƛŘŜǊǎΥ  

3. Insufficient network access for members to receive required one CSoC services per 

month.   

a. Network is currently recruiting licensed Home and Community Based Services-

Center Based Respite providers as potential Crisis Stabilization and Short Term 

Respite providers. 

b. Network Administrator and managers participate in the WAA Affinity call in order 

to address provider issues in the following areas:  

1) Insufficient network access 

2) Barriers to network sufficiency  

3) Identification of specific issues/cases that have occurred that requires 

assistance from Magellan.  

c. The FSO (a major source of CSoC services across the state) was placed on a 

Corrective Action Plan to address deficiencies in access to care and quality of 

care concerns.  Magellan monitored the CAP weekly through an 

interdepartmental work group, including the FSO, network, UM, QI, and CSoC.  

Recommendations from work group were submitted to the OBH following the 

ǿƻǊƪ ƎǊƻǳǇΩǎ ŎƻƳǇƭŜǘƛƻƴΦ h.I ƛǎ ŎǳǊǊŜƴǘƭȅ ǊŜǾƛŜǿƛƴƎ ǎǘŀǘǳǎ ƻŦ C{h ǘƻ ŘŜǘŜǊƳƛƴŜ 

next steps.    

d. Network is working with OBH and Health Standards to allow Crisis Stabilization 

and Short-term Respite providers to become licensed under the Home and 

Community Based Services-Substitute Family Care Module, which would allow 

providers that are currently contracted with Magellan as a Therapeutic Foster 

Care provider, the ability to become a STR and CS provider as well. 

 

 

 

 

3a. 04/2012 and 

ongoing 

 

3b. 1/2013 and 

ongoing (occurs bi-

monthly) 

 

 

3c. 7/2013 ς 12/2013  

 

 

 

 

 

 

3d. 10/2013 and 

ongoing 
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4. Providers do not have clear understanding of CSoC services or 1915 (c) waiver 

requirements.  

a. An element was added to the 1915 (c) onsite Waiver AuŘƛǘ ǘƻƻƭΦ  ²!!Ωǎ ǘƘŀǘ Řƻ 

not meet the minimum performance threshold of 100% compliance are placed 

on a Corrective Action Plan and are required to submit a written response on 

how they intend to address the deficiencies.   

b. Magellan will disseminate a Plan of Care form that meets waiver requirements.  It 

ǿƛƭƭ ǊŜǉǳƛǊŜ ²!!Ωǎ ǘƻ ŎƭŜŀǊƭȅ ƛŘŜƴǘƛŦȅ ǘƘŜ ǘȅǇŜΣ ŦǊŜǉǳŜƴŎȅ ŀƴŘ ŘǳǊŀǘƛƻƴ 

recommended for each service type, which will improve our ability to capture 

HCBS utilization (actually provide a check and balance between what was 

recommended and our claims verifying what was received) 

c. Increase education to WAA providers of the CSoC services available to improve 

referral and utilization of services through use of scheduled onsite reviews. 

 

5. Providers do not have a sufficient mechanism to track service delivery to ensure that 

CSoC members receive at least one CSoC servicer per month. 

a. FSO developed tracking spreadsheet to monitor service utilization of members, 

including a metric to monitor that each active member is receiving at the 

minimum one service per month. 

b. aŀƎŜƭƭŀƴ ƛƳǇƭŜƳŜƴǘŜŘ ŀ ǿŜō ōŀǎŜŘ ²!!Ωǎ vL 5ŀǘŀ {ǇǊŜŀŘǎƘŜŜǘ ǘƘŀǘ ƛƴŎƭǳŘŜǎ 

drop down data entry to improve data integrity, which will provide increased 

Řŀǘŀ ǘǊŀŎƪƛƴƎ ŀƴŘ ƳƻƴƛǘƻǊƛƴƎ ƻŦ ²!!Ωǎ ŦƻǊ ǘƘƛǎ ŜƭŜƳŜƴǘΦ  aŜǘǊƛŎ will be added to 

the spreadsheet to track if member receives at least one CSoC service per month.   

 

 

4a. 8/2013 

(Quarterly) 

 

 

4b. 01/2014  and 

ongoing 

 

 

 

4c. 1/2014 and 

ongoing (bi-monthly) 

 

 

 

5a. 11/2013 and 

ongoing 

 

5b. 12/2013, 

updated 3/2013, and 

ongoing.  Reviewed 

quarterly 

 

 

 

Results 

 

 

Time Period  

 

Denominator Numerator % with 30 Day 

Auth 

Sigma 

Level 

Numerator % With 

Claims for 

Any Service 

Sigma 

Level 

Contract Year 1 933 895 95.9% 3.28 397 42.6% 1.31 

1st Qtr 2013 448 398 88.8% 2.72 374 83.5% 2.47 

2nd Qtr 2013 415 409 98.6% 3.69 372 89.6% 2.76 

3rd Qtr 2013 346 346 100% 6.00 299 86.4% 2.60 

4th Qtr 2013-14 249 249 100% 6.00 215 86.4% 2.60 
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1st-4th Qtr 2012 1st Qtr 2013 2nd Qtr 2013 3rd Qtr 2013 4th Qtr 2013

% with 30 Day Auth 95.90% 88.84% 98.55% 100.00% 100.00%
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Measure #1: % with 30 Day Auth (Goal of 95%)

3.28Sigma 2.72 Sigma 3.69Sigma 6.00 Sigma 6.00 Sigma

 
 

 
 

 

Discussion 

 

Discussion of Results 

 

Results for 2013 displayed higher percentage rates than in 2012 and met the goal for 95% authorizations 

and 55% for claims.  The results for 2013 displayed statistical difference over 2012 with positive results. The 

Six Sigma approach is used to indicate statistically significant improvement by measuring defects per 

number of opportunities available.   

 

Measure 1: Percent with 30 Day Auth displayed 100% compliance for 2 consecutive quarters and reached a 

perfect 6.00 sigma level.   Measure 2: Percent of Claims for Any Service displayed an increase of 44% over 

2013 with 86.42% compliance.  The metric also displayed a higher sigma level of 2.60, almost doubling the 

2012 sigma level. Both metrics displayed true statistical improvement from 2012 to 2013. 
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Limitations 

 

Although there have been increases in both metrics, the limitations to the PIP could be in looking at the 

utilization of CSoC services specifically.  In order to be compliant with the 1915c and (b3) waivers, 

members enrolled in wraparound services must receive at least one CSoC service per month.  It would 

be meaningful to monitor both non-CSoC and CSoC services to monitor compliance.  

 

Next Steps 

 

Lessons Learned 

 

The lesson learned from the PIP is the opportunity to improve provider (e.g., FSO, WAA, etc.) 

accountability to ensure members receive services timely.  Increased accountability will require 

providers to improve oversight to ensure that member needs are being met.   Magellan will also use 

lessons learned to improve the implementation plan of the CSoC program as it is expanded into the 

remaining 4 regions of the state.  

 

System-level Changes Made and/or Planned 

 

It is recommended to discontinue measure 1: % with 30 Day Authorizations due to 100% compliance 

over 2 quarters and perfect 6.00 sigma level in contract year 2.  It is recommended that Magellan focus 

on measure 2: % with Claims for any Service for contract year 3. Magellan recommends that the goal 

for measure 2 for the third contract year be 85%.  Magellan believes this is a reasonable goal as it is 

anticipated that newly implementing regions will run into barriers related to implementation and 

development of a network of CSoC providers. Magellan conducted a CSoC Summit with both local and 

national Magellan representation to conduct root cause analysis and identify interventions for 

improvement in February 2014.  An opportunity for improvement identified was the need for greater 

ŀŎŎƻǳƴǘŀōƛƭƛǘȅ ōȅ ²!!ΩǎΦ  LƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŀǘ will be implemented in the third contract year will include 

ŀ ²!! {ŎƻǊŜŎŀǊŘ ǘƻ ƛƳǇǊƻǾŜ ²!!Ωǎ ǉǳŀƭƛǘȅ ƳŀƴŀƎŜƳŜƴǘ ǇǊƻƎǊŀƳǎ ŀƴŘ ŀ ŎƻƴǘǊŀŎǘ ŀŘŘŜƴŘǳƳ ǘƘŀǘ 

ǊŜǉǳƛǊŜǎ ²!!Ωǎ ǘƻ ŜƴǎǳǊŜ ƳŜƳōŜǊǎ ǘƻ ǊŜŎŜƛǾŜ ŀǘ ƭŜŀǎǘ ƻƴŜ /{ƻ/ ǎŜǊǾƛŎŜ ǇŜǊ ƳƻƴǘƘΦ Lǘ ƛǎ ǊŜŎƻƳƳŜƴŘŜŘ 

that Magellan monitors if members receive at least one CSoC service per month in contract year 3.  

 

C.   Transitional Care PIP 

Project Topic  

 

1. Describe Project Topic 
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Industry and national behavioral health care standards place a high priority on the assurance of 

continuity of care for all members, and particularly high risk members, when they transition from 

inpatient to ambulatory care (HEDIS®, AMBHA; NCQA; AAHC/URAC).  The Louisiana Care Management 

Center (CMC) senior clinical management and the Quality Improvement Committee, in collaboration 

with Office of Behavioral Health (OBH) for the State of Louisiana, identified improving follow-up after 

inpatient treatment as a clinical priority.  It was determined that members who are discharged from an 

inpatient level of care represent a high-risk group in terms of severity of impairment and risk of harm to 

self or others.  This is supported by tƘŜ {ǳǊƎŜƻƴ DŜƴŜǊŀƭΩǎ ǊŜǇƻǊǘ ƻƴ ŀ ƴŀǘƛƻƴŀƭ ǎǘǊŀǘŜƎȅ ŦƻǊ ǎǳƛŎƛŘŜ 

prevention notes, which cites there is strong evidence for the fact that discontinuities and 

fragmentation in care following an inpatient admission to a psychiatric facility can increase the risk for 

suicide ό{ǳǊƎŜƻƴ DŜƴŜǊŀƭΩǎ ǊŜǇƻǊǘΣ нлмнύΦ  /ƻƴǘƛƴǳƛǘȅ ƻŦ ŎŀǊŜ ƛǎ ŀ ƪŜȅ ŦŀŎǘƻǊ ƛƴ ǇǊŜǾŜƴǘƛƴƎ ǎǳƛŎƛŘŜΣ ŀƴŘ ƛǘ 

is noted in the report that death by suicide is more frequent after discharge from an inpatient 

psychiatric facility than at any other time in treatment ό{ǳǊƎŜƻƴ DŜƴŜǊŀƭΩǎ ǊŜǇƻǊǘΣ нлмнύ.  

 

Ambulatory follow-up after inpatient treatment is also an important component of care management as 

it ensures that any recovery or stabilization that occurred during hospitalization is not lost and that 

further gains may continue in the least possible restrictive environment.  Risks for returning to inpatient 

care are the greatest in the immediate period following discharge, but gradually flatten out over time 

(Appleby, Desai, Luchins, Gibbons, & Hedeker 1993; Schoenbaum, Cookson, & Stelovich, 1995).  In 

addition to clinical risks, members discharged from inpatient treatment who fail to have adequate 

aftercare may be at risk of requiring readmission to inpatient treatment, resulting in inappropriate 

utilization of high-cost inpatient services and under-utilization of appropriate outpatient services (Kruse 

& Roland, 2002 and Fernando et al., 1990).   

 

2.  Rationale for Topic Selection 

 

During contract year one, Magellan gathered baseline data, which identified opportunities for 

improvement regarding critical performance indicators.   Ambulatory follow-up results from March 

through December 2012 showed a 7-day follow-up after hospitalization for mental illness result of 28% 

and 30 Day follow-up after hospitalization for mental illness result of 48%.  These results were 16 

percentage points less than the 7-day goal of 45% and 17 percentage points less than the goal of 65% 

for 30-day follow-up for members discharged with a mental health diagnosis. These results indicate a 

significant opportunity for improvement.  Based on these findings, in collaboration with OBH for the 

State of Louisiana, follow-up after hospitalization for members discharged with a mental health 

diagnosis was identified as a clinical priority. 

 

 

 

 



LOUISIANA CARE MANAGEMENT CENTER 
QUALITY IMPROVEMENT ς CLINICAL MANAGEMENT PROGRAM EVALUATION 

March 1, 2013-February 28, 2014 
 

 APPROVED BY LOUISIANA CMC QUALITY IMPROVEMENT COMMITTEE ON 8/14/2014 

CONFIDENTIAL, PROPRIETARY AND TRADE SECRET INFORMATION                                                                                                53 
 

3. Aim Statement 

 
The aim of this PIP is to increase the number of patients receiving follow-up visits following discharge 

from an inpatient facility as a means to improve patient safety and meet HEDIS national Medicaid 

averages for 7 and 30-day FUH.   

 

Methodology 

 

1.  Performance Indicators 

 

There were a total of 11,113 members discharged from an inpatient setting with a mental health 

diagnosis. Of those members, 3,131 (28%) attended a follow-up visit within 7-days and 5,295 (48%) 

members attended as follow-up visit within 30 days.   Using the Six Sigma level calculation approach to 

baseline metrics and improvements, the 7-day FUH displayed a 0.92 sigma level.  The 30 Day FUH is 

showed a 1.44 sigma level.  Baseline 7 and 30-day FUH rates identify opportunities for improvement 

and sigma levels will be calculated for quarterly measurements to monitor statistical improvement.   

Jan-March 2013 and April-June 2013 both produced a 31% 7-day FUH rate and a 51% FUH rate in the re-

measurements using HEDIS/Claims only data.  This percentage increased the sigma level to 0.99 sigma 

for 7-day FUH and 1.51 sigma for 30-day FUH.   

 

2. Procedures 

 

Data were collected by Magellan internal Enterprise 41A report that meets HEDIS reporting 

requirements.  Magellan internal Enterprise Report 28a was also used for measuring throughout the PIP 

for claims and supplemental benchmarks.  Sigma level statistical calculations were determined by 

comparing the number of defects (total cases minus exclusions) to opportunities (total cases). 

   

3.  Project Timeline 

 

Event Timeframe 

Baseline Measurement Period March 2012 ς December 2012 

Interim Measurement Period Quarterly January 2013 ς December 2013 

Submission of Interim Report (if applicable) N/A 

Re-measurement Period Quarterly January 2013 ς December 2013 

Intervention Implementation March 2013-February 2014 

Analysis of Project Data Quarterly January 2013 ς December 2013 

Submission of Final Report May 31 
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Interventions/Changes for Improvement 

 

1.  Barrier Analyses 

 

A multi-departmental group analyzed data to determine opportunities for improvement and conduct 

root cause analysis to indentify barriers to access to care.  The following barriers were identified:  

 

Practitioner and Facility Barriers 

ω Failure of facilities to discuss, refer and/or schedule follow-up appointments for/with members. 

ω Lack of facility staff and/or practitioner understanding of ambulatory follow-up standards. 

ω Lack of coordination of care across the behavioral health continuum, specifically 

communication between facilities and patients, mental health providers and/or Magellan staff 

ǊŜƎŀǊŘƛƴƎ ǇŀǘƛŜƴǘǎΩ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴǎΦ 

ω Lack of provider availability within the appointment timeliness standards (possibly related to 

the low number of providers in some areas or possibly related to provider dissatisfaction with 

the fee schedules).   

ω Lack of provider communication with Magellan Staff regarding confirmatƛƻƴ ƻŦ ƳŜƳōŜǊǎΩ Ǉƻǎǘ-

discharge status and/or confirmation of ambulatory follow-up appointments. 

ω Provider changes appointment to an appointment outside the 7-day standard. 

ω Lack of incentive and reported high cost for facilities to invest in discharge planning. 

 

Patient-Specific Barriers 

¶ Refusal by patients to accept ambulatory follow-up appointments (often due to denial 

concerning their behavioral healthcare needs or to lack of insight into their illness).  

¶ Lack of transportation to ambulatory follow-up appointments. 

¶ Inability to locate an MD for required follow-up with an appointment within the timeliness 

standards. 

Internal Magellan Barriers 

¶ Members are hospitalized for a medical condition and have a co-existing BH diagnosis but are 

never referred to Magellan for aftercare. 

 

2. Interventions Implemented  

Category Intervention Barrier Responsible Party 
Start and 
End Date 

Monitoring of 
Discharge 
Components 
via Treatment 
Record 
Reviews  

Magellan's Quality Improvement 
Department's (QI) Clinical Reviewers conduct 
treatment record reviews (TRRs) to ensure 
that documentation and record keeping 
standards are in compliance with federal, 
state, and Magellan quality standards for 

Access;  
Practitioner 
and Facility 
Barriers 

QI Clinical 
Reviewers 

March 
2012- 
ongoing 
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discharge planning and Clinical Practice 
Guidelines for treatment of Substance Use 
Disorders (CPG SUD). 

A random selection of providers is selected 
monthly the inpatient level of care to be 
reviewed or providers are chosen as a result 
of quality of care concerns reported.  Records 
are reviewed utilizing Magellan's Treatment 
Record Review Auditing Tool. High volume 
providers (i.e., those serving 50 or more 
members) are reviewed at a minimum once 
every three years.  

Access;  QI Clinical 
Reviewers 

March 
2012- 
ongoing 

If a provider does not meet minimum 
standards (i.e., under 80% for the Magellan 
TRR), the provider will be required to submit a 
corrective action plan explaining how they will 
address deficiencies.  Providers that score 
under 70% on the TRR Tool will be re-audited 
within 180 days to ensure that deficiencies 
have been addressed.  Providers that continue 
to not meet minimum standards will be 
referred to Magellan's Regional Network 
Credentialing Committee and the provider's 
status in the network could be affected.  

Practitioner 
and Facility 
Barriers 

QI Clinical 
Reviewers 

March 
2012- 
ongoing 

TRR data are reviewed quarterly by Magellan's 
Quality Improvement Committee (QIC) and 
the Department of Health and Hospital's 
Interdepartmental Monitoring Team to 
determine if systemic opportunities for 
improvement are identified.  If so, Magellan 
will utilize the DMAIC (Define Measure 
Analysis Improve Control) model to conduct 
barrier analysis and develop interventions.  
Data is reviewed quarterly to determine 
effectiveness of interventions and determine 
next steps.  

Access;  QI Clinical 
Reviewers 

March 
2012- 
ongoing 

High Utilizer 
Rounds 

The top 50 inpatient psychiatric bed day 
utilizers are chosen quarterly from the most 
recent running year for inclusion in the group. 
Rounds are conducted weekly and include 
several participants across the care 
management center, including the 
CMO/Medical Administrator, follow-up team, 
ICC, Inpatient, Outpatient and Residential 
Care Managers and Peer Specialists. Cases are 
prioritized according to inpatient admission 
status and reviewed by the team for history of 
inpatient presentation, primary 
symptomotology, diagnostic category, medical 
issues, outpatient treatment engagement, and 

Practitioner 
and Facility 
Barriers: 
Patient-
Specific 
Barriers 

UM/CM Care 
Managers/ Follow 
Up Specialist 

June 2013 
Ongoing 
Quarterly 
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eligibility. Care managers identified 
specialized needs and implement 
interventions to address.  Interventions 
include but are not limited to:  

¶ Linking members to Independent 
Assessors for the purpose of establishing 
1915(i) eligibility 

¶ Assigning members to RCM 

¶ Linking members to and coordinating care 
with community-based service providers 

¶ Referring members with medical 
comorbidities to Bayou Health Plans 

¶ Regularly involving Physician Advisors in 
ƳŜƳōŜǊǎΩ ŎƭƛƴƛŎŀƭ ǊŜǾƛŜǿǎ 

¶ Using Peer Specialists to help bridge the 
connection with hard-to-engage 
members. 

 

UM Follow Up 
Team 

Within a few days of discharge from a 
psychiatric hospitalization, members will 
receive a call from Magellan to verify the 
aftercare appointment was scheduled within 7 
days of discharge and to inquire if the 
member plans on attending. If the member 
indicates no aftercare appointment was 
scheduled or there exists some barrier to 
attending, Follow Up Specialist will assist the 
member to reduce barriers (e.g., set up 
transportation, find provider who can see 
patient within timeframe).  

Access; 
Practitioner 
and Facility 
Barriers: 
Patient-
Specific 
Barriers 

Follow-Up 
Specialist 

March 
2012 

Aligned Follow-Up Specialist (FUS) with CM to 
assist in discharge planning. 

Access Follow-Up 
Specialist 

March 

2013 and 

ongoing 

Running daily reports to monitor if process 
and procedures are being followed properly 

Access Follow-Up 
Specialist 

March 

2013 and 

ongoing 

Setting monthly Individual and Team goals in 
Follow-up for 7 and 30-day FUH rates and 
providing incentives for achieving goals. 

Access Follow-Up 
Specialist 

May 2013 

and 

ongoing 

Identify high risk members (i.e., members 
currently in hospital and receiving ACT 
services) to better identify members needing 
support of follow-up services. 

Patient-
Specific 
Barriers 

Follow-Up 
Specialist 

May 2013 
and 
ongoing 

Provider  Educate providers through network contacts, 
provider focus groups, and member service 
contacts to ensure the providers understand 
and are able to meet the contractual 
expectations for appointment standards.  

Access; 
Practitioner 
and Facility 
Barriers 

Network/Member 
Service/Clinical 
Staff 

June 2013 
and 
ongoing 

E-mail blast reminding all providers of the Access; Network November 
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contractual obligation to access standards and 
educating them on keeping their practice 
information updated via the provider website. 

Practitioner 
and Facility 
Barriers 

Administrator 2013 

Initiated quarterly survey of a sample of 
providers to monitor availability of emergent, 
urgent, & routine appointments. This survey 
will be administered by the Member Service 
Representatives who will call on behalf of 
Magellan using a planned script to inquire 
regarding availability of appointments related 
to access type. If survey finds provider does 
not meet established access standards, a 
follow-up letter is sent to provider discussing 
expectations and requesting planned actions 
to comply with appointment access standards.  

Access; 
Practitioner 
and Facility 
Barriers 

Member Service 
Supervisor/QI 
Manager 

June 2013 
and 
ongoing 

Network conducted a survey to providers 
(non-inpatient) requesting information about 
their specialties and availability; the network 
department updated provider records and 
provider search to ensure accurate provider 
availability is documented.  

Access; 
Practitioner 
and Facility 
Barriers 

Network 
Administrator 

December 
2013 

Independent 
Assessment/ 
Community 
Based Care 
Management 
(IA/CBCM) for 
Adults  

The Independent Assessor/ Community-Based 
Care Management and Wraparound Agencies 
serves as  independent conflict-free services 
to ensure members with Severe and 
Persistent Mental Illness who qualify clinically 
and financially have access to Home and 
Community Based Services to increase 
community tenure and reduce 
institutionalization.  This services is 
responsible for: 

¶ Assessing member eligibility and 
needs; 

¶ Developing a plan of care (POC) that 
addresses needs identified in the 
assessment; and 

¶ Coordinating the overall delivery of 
home and community based services 
to the member. 

Magellan is required to monitor performance 
measures to ensure compliance with federal 
and state waiver regulations. The POC is a 
service plan that is used to inform home and 
ŎƻƳƳǳƴƛǘȅ ōŀǎŜŘ ǇǊƻǾƛŘŜǊǎΩ ǘǊŜŀǘƳŜƴǘ ǇƭŀƴǎΦ 
This service is established to ensure that 
members are connected to the optimum 
services needed to meet their needs and 
goals.  

Access, 
Internal Plan 
System, 
Transportation 

Adult Systems 
Administrator 

IA/CBCM: 
July 2013- 
October 
2014 

 

Cell Phone 
(Safe Link) 

Provide cell phones (safe link) to members 
who meet criteria to enhance ability to 

Access; 
Patient-

Systems 
Transformation 

September 
2013 and 
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Distribution communicate with members who need 
services. 

Specific 
Barriers 

Administrator ongoing 

Provider 
Queue 
Tracking 

When a Member Service Representatives or 
Follow Up Specialist identifies a provider who 
is unable to schedule appointments timely, 
they are inputted into a provider queue 
database.  Provider Relations Liaisons to 
follow up on each incident to determine 
barriers to compliance and reaffirm 
contractual expectations. 

Access; 
Practitioner 
and Facility 
Barriers 

Member Service 
Representatives, 
Follow Up 
Specialist, 
Provider Relations 
Liaisons 

December 
2013 and 
ongoing 

 
Results 

 

The below results represent the claims with supplemental and HEDIS measurements along with a 

comparison of 2012 vs. 2013 to display against baseline results. 

Claims and Supplemental Results (Enterprise Report 28a) 

7 Day 30 Day

March - Dec 2012 28% 48%

Jan - March 2013 31% 51%

April - June 2013 31% 51%

July-Sept 2013 31% 51%

Oct - Dec 2013 35% 57%

0%

10%

20%

30%

40%

50%

60%

F
o

llo
w

-U
p

 %

7 and 30 Day FAH by Quarter

 
 



LOUISIANA CARE MANAGEMENT CENTER 
QUALITY IMPROVEMENT ς CLINICAL MANAGEMENT PROGRAM EVALUATION 

March 1, 2013-February 28, 2014 
 

 APPROVED BY LOUISIANA CMC QUALITY IMPROVEMENT COMMITTEE ON 8/14/2014 

CONFIDENTIAL, PROPRIETARY AND TRADE SECRET INFORMATION                                                                                                59 
 

Claims and Supplemental 2012 vs. 2013 

 
 
 
 

 

Analysis Child vs. Adult FUH Rates 

January - December Rates - 2013-(Adult and Child) 

Total Cases 24835 7-day Sigma Level 30 Day Sigma Level 

Exclusions 8859 4949  - 8237  - 

Total FU Cases 15976 15976  - 15976 -  

    31% 1.00 Sigma 52% 1.55 Sigma 

 

 

January - December Rates - 2013-(Child) 

Total Cases 7638 7-day 30 Day 

Exclusions 1359 2632 4183 

Total FU Cases 6279 6279 6279 

    42% 67% 

 

 

January - December Rates - 2013-(Adult) 

Total Cases 17197 7-day 30 Day 

Exclusions 7500 2318 4056 

Total FU Cases 9697 9697 9697 

    24% 42% 

 

Facility Analysis 
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Facility 

Sum of 

Cases 

Follow Up 7 

Rate 

Follow Up 30 

Rate 

BRENTWOOD HOSPITAL SHREVEPORT 2993 35.46% 56.91% 

LONGLEAF HOSPITAL 1378 38.80% 60.61% 

ACADIA VERMILION HOSPITAL 1204 24.87% 45.36% 

RIV OAKS HOSPITAL 1030 34.48% 55.89% 

CHILD HOSPITAL NEW ORLEANS 981 47.23% 71.56% 

LAKE CHARLES MEMORIAL HOSPITAL 871 27.49% 45.82% 

MBH OF LA NORTHLAKE 811 26.32% 46.08% 

LIBERTY HEALTHCARE SYSTEMS BASTROP 754 52.61% 73.36% 

GREENBRIER HOSPITAL LLC 657 31.94% 53.86% 

COMMUNITY CARE HOSPITAL 655 20.16% 40.62% 

OUR LADY OF THE LAKE HOSPITAL 556 32.30% 52.37% 

LSUHSC SHREVEPORT HOSPITAL 546 29.96% 45.69% 

EASTERN LA MENTAL HEALTH SYSTEMS 501 12.92% 30.30% 

SAVOY MEDICAL CENTER NEW HORIZONS 465 25.98% 44.98% 

GLENWOOD REGIONAL MEDICAL CENTER 465 14.72% 27.92% 

WILLIS KNIGHTON SOUTH 444 18.82% 35.37% 

OPTIMA SPECIALTY HOSPITAL 443 23.29% 42.92% 

SOUTH CAMERON MEMORIAL HOSPITAL 439 23.45% 49.43% 

LAFAYETTE GENERAL MEDICAL CENTER INC 423 4.05% 14.29% 

CHRISTUS ST PATRICK HOSPITAL 412 13.45% 33.01% 

OUR LADY OF THE LAKE REGIONAL MEDICAL CENTER 408 24.94% 44.14% 

LSU BEHAVIORAL HEALTH SERVICES DEPAUL CAMPUS 404 52.89% 93.90% 

E A CONWAY MEDICAL CENTER 341 22.59% 40.36% 

LEONARD J CHABERT MEDICAL 318 60.99% 102.55% 

AMERICAN LEGION PAULINE FAULK CENTER 314 11.94% 30.97% 

OCEANS BEHAVIORAL HOSPITAL OF LAFAYETTE 312 1.94% 12.26% 

SEASIDE BEHAVIORAL CENTER 307 15.84% 28.38% 

TECHE REGIONAL MEDICAL CENTER 297 23.55% 43.34% 

SEASIDE HEALTH SYSTEMS 292 28.57% 45.99% 

ALLEN PARISH HOSPITAL 290 25.44% 51.57% 

BATON ROUGE GENERAL MEDICAL CENTER 286 32.14% 51.07% 

ST CHARLES PARISH HOSPITAL 279 25.72% 41.67% 

SERENITY SPRINGS SPECIALTY HOSPITAL 274 34.83% 55.06% 

WEST JEFFERSON MEDICAL CENTER 272 29.85% 48.88% 

APOLLO BEHAVIORAL HEALTH HOSPITAL LLC MAINSITE 271 25.56% 52.26% 

OPELOUSAS GENERAL HOSPITAL AUTHORITY 258 27.17% 45.67% 

LSU BEHAVIORAL HEALTH IP ACUTE 255 14.62% 31.62% 

BEACON BEHAVIORAL NEW ORLEANS 238 14.35% 27.00% 

BEACON BEHAVIORAL HEALTH MAIN SITE 227 14.35% 36.77% 

OCEANS BEHAVIORAL HOSPITAL KENNER 222 1.35% 6.31% 
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WOODLANDS BEHAVIORAL CENTER 215 0.47% 10.23% 

ST FRANCIS MEDICAL CENTER INC 209 28.16% 45.15% 

ABROM KAPLAN MEMORIAL HOSPITAL 204 24.63% 43.84% 

OCEANS BEHAVIORAL HOSPITAL OF BATON ROUGE 183 1.65% 11.54% 

EAST JEFFERSON GENERAL HOSPITAL 175 22.99% 44.83% 

ST JAMES BEHAVIORAL HEALTH HOSPITAL 166 127.04% 154.09% 

ABBEVILLE GENERAL HOSP BEHAVIORAL MEDICINE CTR 159 17.72% 42.41% 

OCHSNER ST ANNE GENERAL HOSPITAL 147 27.40% 51.37% 

GENESIS BEHAVIORAL HEALTH INC MAINSITE 140 33.58% 54.74% 

LSU HPL MEDICAL CENTER 135 18.52% 43.70% 

ACADIA ST LANDRY HOSPITAL 130 13.18% 39.53% 

WESTEND HOSPITAL 129 30.16% 44.44% 

RED RIV BEHAVIORAL CENTER LLC 125 0.00% 4.00% 

OCEANS BEHAVIORAL HOSPITAL ALEXANDRIA 114 0.88% 11.50% 

OCEANS BEHAVIORAL HOSPITAL OF OPELOUSAS 103 0.00% 6.86% 

PHOENIX BEHAVIORAL HOSPITAL OF EUNICE 97 23.16% 43.16% 

DEQUINCY MEMORIAL HOSPITAL INC 97 15.96% 28.72% 

MERIDIAN PSYCHIATRIC HOSPITAL 77 15.58% 29.87% 

BATON ROUGE BEHAVIORAL HOSPITAL 68 19.30% 40.35% 

OCHSNER FOUNDATION HOSPITAL 56 25.45% 47.27% 

OCEANS BEHAVIORAL HOSPITAL OF DERIDDER 49 0.00% 12.24% 

PHYSICIANS BEHAVIORAL HOSPITAL 47 24.44% 40.00% 

NATCHITOCHES REGION MEDICAL CENTER 42 14.63% 34.15% 

OCEANS BEHAVIORAL HOSPITAL OF LAKE CHARLES 41 4.88% 14.63% 

COMPASS BEHAVIORAL CENTER LLC 38 45.95% 72.97% 

OCEANS BEHAVIORAL HOSPITAL OF KENTWOOD 32 3.13% 3.13% 

MEDICAL CENTER OF LA 30 20.00% 46.67% 

BUNKIE GENERAL HOSPITAL 29 7.14% 25.00% 

AMERICAN LEGION HOSPITAL ADMINISTRATION SITE 24 12.50% 29.17% 

OPELOUSAS GENERAL HOSPITAL 24 4.17% 33.33% 

MAGNOLIA BEHAVIORAL HEALTHCARE LLC 21 14.29% 19.05% 

SE LA HOSPITAL 21 19.05% 47.62% 

ALLEGIANCE BHC OF RUSTON LLC 20 15.00% 30.00% 

HARDTNER MEDICAL CENTER 18 5.88% 17.65% 

SPRINGHILL MEDICAL CENTER 12 8.33% 25.00% 

CENTRAL LA STATE HOSPITAL 12 0.00% 0.00% 

DAUTERIVE HOSPITAL 9 22.22% 44.44% 

WASH ST TAMMANY MEDICAL CENTER 5 20.00% 40.00% 

HOMER MEMORIAL HOSPITAL 4 0.00% 0.00% 

MEMORIAL HOSPITAL AT GULFPORT 3 33.33% 33.33% 

SOUTH CAMERON MEMORIAL CALCASIEU OAKS 3 0.00% 0.00% 

EAST LA STATE HOSPITAL HBP 3 0.00% 0.00% 
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VIDANT BEAUFORT HOSPITAL 2 50.00% 50.00% 

MEMORIAL HERMANN BAPT BEAUMONT HOSPITAL 2 0.00% 0.00% 

CAROLINAS MEDICAL CENTER 2 0.00% 0.00% 

PROMISE HOSPITAL OF LA INC 2 50.00% 50.00% 

VICKSBURG MEDICAL CENTER 2 0.00% 0.00% 

WHITE MEMORIAL MEDICAL CENTER 2 0.00% 0.00% 

CHILD HOSPITAL PHYSICIANS BILLING 2 0.00% 50.00% 

JOHN PETER SMITH HOSPITAL 2 0.00% 0.00% 

WASHINGTON HOSPITAL CENTER 2 0.00% 0.00% 

WILLIS KNIGHTON MEDICAL CENTER 1 0.00% 0.00% 

THIBODAUX REGIONAL MEDICAL CENTER 1 100.00% 100.00% 

GENESIS BEHAVIORAL HOSPITAL INC 1 0.00% 0.00% 

LOMA LINDA UNIVERSITY BEHAVIORAL MEDICINE CENTER 1 0.00% 0.00% 

UNIVERSITY HOSPITAL CASE MEDICAL CENTER 1 0.00% 0.00% 

EAST TEXAS MEDICAL CENTER UNIVERSITY BLVD 1 0.00% 0.00% 

ACADIANA RECOVERY CENTER 1 0.00% 0.00% 

MEDICAL COLLEGE OF VIRGINIA HOSPITAL 1 0.00% 0.00% 

METRO HOSPITAL CENTER 1 0.00% 0.00% 

OUR LADY OF THE LAKE PHYSICIANS GROUP LLC 1 100.00% 100.00% 

TIMBERLAWN MENTAL HEALTH SYSTEMS MAIN SITE 1 0.00% 0.00% 

ST ANTHONYS HOSPITAL 1 0.00% 0.00% 

VICKSBURG HEALTHCARE LLC 1 0.00% 0.00% 

SACRED HEART HOSPITAL 1 0.00% 100.00% 

LAUREL RIDGE TREATMENT CENTER 1 0.00% 0.00% 

ST FRANCIS HOSPITAL 1 0.00% 0.00% 

HOUSTON HOSPITAL INC 1 0.00% 0.00% 

NY PRESBYTERIAN HOSPITAL WESTCHESTER 1 0.00% 0.00% 

NORTHPORT MEDICAL CENTER 1 0.00% 0.00% 

BAYPOINTE HOSPITAL MOBILE AL 1 0.00% 0.00% 

APOLLO BEHAVIORAL HEALTH HOSPITAL LLC 1 0.00% 0.00% 

KINDRED HOSPITAL OF NEW ORLEANS 1 0.00% 0.00% 

GREEN OAKS HOSPITAL 1 0.00% 0.00% 

MARY WASHINGTON HOSPITAL INC 1 100.00% 100.00% 

FT WALTON BEACH MEDICAL CENTER 1 0.00% 100.00% 

 

Discussion 

 

1.  Discussion of Results 

The rate for 7-day FUH 3 increased percentage points and 30-day FUH increased 4 percentage points 

between 2012 and 2013 (Enterprise Report 41a: Claims only). This displayed a 0.10 increase in sigma 

level for 7-day FUH and a 0.11 increase for 30 day FUH.  There was 4 percent point increase over 2012 

for 7 and 30-day FUH when analyzing data from the Claims and Supplemental data (Enterprise Report 
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28A.  Claims and Supplemental results increased over 2013 with a 7 and 9 point increase for 7 and 30-

day FUH respectively from the first to the fourth quarter. These results display a positive trend 

compared to baseline results.   

 

When analyzing adult vs. child data, it is apparent that children have a much higher 7 and 30-day FUH 

rate than the adult population.  When analyzing data from a facility level, no trends are evident to 

mention.     

 

2. Limitations 

The biggest barrier that the Follow-Up team has found is inability to reach members upon discharge of 

hospitalization.  This prevents the follow-up team from prompting and encouraging the member to adhere 

the appointment standards. 

 

Next Steps 

 

1.  Lessons Learned 

 

The largest barrier learned are patients having problems attending follow-up appointments after 

hospitalizations and contacting members upon discharge from inpatient facilities.  We have learned that 

bridge appointments have worked in various other areas of the country and it will be implemented in 

beginning of 2014.   It was also determined that evaluating population specific data to identify key 

drivers and barriers to meeting FUH rate goals would be beneficial.  In May 2014, a data report was run 

to show a breakdown of FUH by populations to identify if there were in notable trends that should be 

addressed.   The following charts show 1915(i) adults, non-1915(i) adults, CSoC children, and non-CSoC 

children for 7 and 30-day FUH:  
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As the chart indicates, adult population overall has lower FUH rates than the child population.  It also 

indicates that members enrolled in CSoC or who have 1915(i) eligibility have significantly higher rates 

for both 7 and 30-day FUH.  Both of these programs allow members to have increased access to home 

and community based services above what is available to the traditional Medicaid population.  This drill 

down provides invaluable information to inform interventions for the third contract year.  First, it shows 

the success of MŀƎŜƭƭŀƴΩǎ ŜŦŦƻǊǘǎ ǘƻ ƭƛƴƪ ƻǳǘǇŀǘƛŜƴǘ ŀƴŘ ƛƴǇŀǘƛŜƴǘ ǇǊƻǾƛŘŜǊǎ ŦƻǊ ƳŜƳōŜǊǎ ŀƭǊŜŀŘȅ 

receiving behavioral health services and supports that this should be continued in the future.  Secondly, 

it identifies that interventions should be focused on members who are not enrolled in these higher 

levels of outpatient services.  As noted it is believed bridge appointments will improve the connection 

between inpatient and outpatient treatment.  Magellan will also increase its efforts to develop 

collaborative relationshipǎ ōŜǘǿŜŜƴ ƛƴǇŀǘƛŜƴǘ ƘƻǎǇƛǘŀƭǎ ŀƴŘ L!κ/./aΩǎΦ  Lǘ ƛǎ ōŜƭƛŜǾŜŘ ǘƘŀǘ ƛŦ ƳŜƳōŜǊǎ 

can receive an eligibility evaluation or independent assessment while they are hospitalized, there will be 

a greater chance that the member can obtain eligibility and gain access to these community based 

service providers once discharged.  

 

 

2. System-level Changes Made and/or Planned 

 

Magellan has implemented an Admissions Team to assist in discharge planning/FUH for (Louisiana Web-

Case Logix) with facilities and CM, along with notifying outpatient providers (CPST/PSR, ACT, etc) when 

member is hospitalized.  The bridge appointment initiative will also be implemented for high volume 

inpatient hospitals.  Pilot is anticipated to begin in Brentwood Hospital (located in NW LA) in 6/2014 to 

implement intervention. Based on volume of members seen at Brentwood, this intervention is expected 

to drastically increase follow-up rates over the year 2014.  Magellan is also in negotiations with River 

Oaks (located in SE LA) hospital on bridge appointments.   

 

Transitional care (from hospital to home) is a critical component of care in behavioral health settings 

and begins with the discharge facility.  Magellan identified that enhancements to the PIP would be 
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beneficial to more comprehensively monitor transitional care.  In contract year three, Magellan will 

monitor four indicators for transitional care in order to measure improvement: components of 

discharge management planning, ambulatory follow up rates for mental health and substance abuse 

facilities, readmission rates for mental health and substance use disorders, and bridge of discharge 

program metrics.  Magellan will evaluate indicators by population and eligibility categories when 

appropriate to target interventions to low performing groups. 

 

 

D. Other PIPs 

 

As part of the CQI, Magellan looks for opportunities to improve both internal and external processes.  

Improve Average Speed of Answer (ASA) and Call Abandonment Rate (CAR) for Care Management 

Intake/Authorization Contacts was implemented in contract year one to address opportunities for 

improvement related to internal telephone responsiveness in the UM department.  Significant 

improvements were made and the QIC voted to discontinue this project as a formal PIP in January 2014.  

Magellan implemented a PIP to reduce rates of readmission to inpatient psychiatric hospitals, which is 

described in detail in Section VI Care Management Initiatives  

 

VI.  Care Management Initiatives 

 

In 2013, the LA CMC noted a trend in rising readmission rates to acute inpatient settings for adult 

members.  In June 2013, a solution-focused work group was established with the overall goal of 

identifying, developing and implementing strategies that would result in an overall reduction in 

readmission rates.  As a result, a two-pronged approach was taken:   

 

1. Intervene with facilities with highest readmission rates; and  

2. Intervene with members who have highest hospital utilization. 

 

A. Readmission Work group 

 

The group identified the drivers of readmission by identifying and analyzing facilities that consistently 

had the highest days per thousand (days/1000) rate and the highest readmission rates.  The 

readmission rates were trended for a 5-month period between April and September 2013 to establish a 

baseline for each identified facility.  As a result, six outlier inpatient facilities were identified.  The 

overall readmission rate for these facilities was 25.3%. 

 

Analysis of readmission drivers resulted in several interventions.  Interventions included working with 

hospitals to address the following initiatives: 
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¶ Gain support of facility leadership 

¶ Identify barriers to follow up/discharge planning 

¶ Initiation of follow-up planning prior to discharge and submission of Quality of Care Concerns to 

aŀƎŜƭƭŀƴΩǎ vǳŀƭƛǘȅ LƳǇǊƻǾŜƳŜƴǘ ŘŜǇŀǊǘƳŜƴt when discharge planning was inadequate 

¶ Engage with Assertive Community Treatment (ACT) Leadership for discussion of 

barriers/opportunities 

 

Because of the collaboration between the providers and Magellan, at the end of the intervention period 

in December 2013, the readmission rate for these facilities had fallen to 19.5%, a reduction of 5.8% 

percentage points.  Magellan will continue to monitor these outlier providers to ensure continued 

improvement.    

 

B. High Utilizer Work group 

 

A target member group of the top 100 members with highest inpatient utilization was identified.  The 

100 members were divided into two groups and the top 50 members for June to August 2013 became 

the primary focus of interventions.  The bottom 50 members continued to receive standard care 

management attention but did not receive the enhanced interventions, and served as the control 

group.  The intervention and measurement period lasted for 3 months. 

 

Key interventions of the High Utilizer Work group included identification of members when admitted to 

inpatient hospital through aŀƎŜƭƭŀƴΩǎ LƴǘŜƎǊŀǘŜŘ tǊƻŘǳŎǘ ŀǳǘƘƻǊƛȊŀǘƛƻƴ ǎȅǎǘem, conducting high utilizer 

rounds twice per week, enhanced Physician Advisor involvement, automatic enrollment in RCM (with 

an opt-out option), active involvement of peer specialists and care coordination with health plans, 

developmental disability services, housing, etc.   

 

High utilizer rounds provided the primary forum for reviewing cases, planning, and reporting on actions 

taken.  Key participants included the Chief Medical Officer, Medical Administrator, Care Management 

Teams (RCM, Residential Substance Use, and Inpatient), Follow-Up Specialists, and Peer Support 

Specialists.  Areas of emphasis included historic and current reason for admission, symptoms and 

progress, co-occurring substance use disorder, developmental disability or medical condition, eligibility 

for and participation in enhanced home and community based services, accessibility of medications, 

and any other factors contributing to utilization.  Efforts were also made to have the same physician 

advisor to conduct peer-to-peer reviews to establish consistency and draw from ongoing experience 

with the identified member.  This allowed for improved shaping of complex cases. 

 

The Recovery and Resiliency Care Management (RCM) team was integral in implementation of the tasks 

that emerged from the High Utilizer Rounds.  All identified members were enrolled in RCM.  If the 
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member was unwilling to formally enroll, a care manager would still be assigned to assist.  The RCM 

Care Manager would complete tasks such as: 

 

¶ Reach out to Certified Providers for 1915(i) eligibility assessment and assisting with setting up 

appointment for assessment (preferably while member is still in the hospital);  

¶ Coordinate care with health plans, developmental disabilities services, etc.; 

¶ Refer and connect members with appropriate home and community based services;   

¶ If member has a current home and community based provider, notify them the member is in an 

inpatient hospital; and   

¶ Authorize any services that were necessary for the member, outside of customary procedures 

for authorization. 

 

The Peer Specialists tasks include:   

 

¶ Provide a voice for the ƳŜƳōŜǊΩǎ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ǊŜcovery; 

¶ Give insight into available network and community resources; 

¶  Engage in faceςto-face and telephone contact with members to answer questions;  

¶ Explain service options to members;  

¶ Bridge connections with providers; 

¶  CƻƴŘǳŎǘ ƻƴƎƻƛƴƎ άǿŜƭƭƴŜǎǎ ŎƘŜŎƪǎέ ǿƛǘƘ ƳŜƳōŜǊǎ ǿƘƻ ƘŀǾŜ ŘƛǎŎƘŀǊƎŜŘ ŦǊƻƳ ƛƴǇŀǘƛŜƴǘ; and 

¶  Identify members who have not been hospitalized.   

 

The follow-up team tasks interventions included:  

 

¶ Manage data and reporting;   

¶ Assist with appointment access; and 

¶ Verify follow-up appointments.   

 

The Inpatient Concurrent Care Management team provided the following interventions: 

 

¶ Communicate work group interventions with hospital utilization review staff as appropriate; 

¶ Share the identification of primary care physicians and vital health information; 

¶ Shape providers to get proper prior authorization for medications from the appropriate health 

plan before discharge; 

¶ Work with hospital staff to allow certified providers and other involved providers (ACT, other 

home and community based services) access to the member while hospitalized; 

¶ Involve identified physician advisors (PA) early on in hospital stay; 

¶  Attempt to schedule reviews with an identified PA to improve consistency; and 
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¶ Authorize days in accordance with Service Authorization Criteria while being mindful of 

maximizing benefit and coordinating with home and community based or substance use 

providers. 

 

At the end of the 3-month intervention period, the outcomes for the high utilizers 1-30 and 70-100 are 

measured.  The following chart outlines the results of the intervention.  

 

Timeframe 
Pre-Intervention Bed Day 

Utilization 

Post-Intervention Bed Day 

Utilization 

Q3 2013 Tx Group 1033 444 57% reduction 

Control Group 90 187 107% increase 

Q1 2014 Tx Group 1051 394 63% reduction 

Control Group 0 120 120% increase 

Q2 2014 Tx Group 1549 481 69% reduction 

Control Group 299 236 21% decrease 

 

Due to the success of the interventions, Magellan analyzes data quarterly to identify a new set of high 

utilizers in which to target interventions each quarter.   

 

VII.  Recovery and Resiliency Care Management  

 

The population of focus for RCM includes members who meet the following criteria:  

 

¶ Children/youth who are eligible for CSoC level of care and reside in a community that is not 

currently a CSoC implementing region 

¶ Member with two (2) or more admissions to an acute inpatient or residential level of care 

within 60 days with a diagnosis of Schizophrenia, Bipolar Disorder or Major Depression 

¶ Children age 12 and under who are hospitalized 

¶ Pregnant women who use substances 

¶ Members age 21 and under who are discharged from a state psychiatric inpatient program 

followed by one or more admission/hospitalization 

¶ Members who use IV drugs 

¶ Members with one or more admission for an eating disorder 

¶ Members who have chronic or severe physical health and mental health co-morbid conditions 

¶ Members identified as high risk based on predictive modeling results  

¶ Members identified by treatment planners, such as WAAs, Local Governance Entities (LGEs), or 

other providers as needing Intensive Case Management. 
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The RCM program provides intensive case management to these high-risk members. The RCM Program 

currently consists of 9 FTE Care Managers and 1 FTE Care Worker.  In the second contract year, 1,585 

members were referred to RCM, 871 of which chose to enroll in RCM.  The CHI and CHI-C tools for 

ƳŜŀǎǳǊƛƴƎ ƳŜƳōŜǊǎΩ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ǘƘŜƛǊ ƘŜŀƭǘƘ ǎƘƻǿed very positive results. 

 

 

CHI-C (Children) 

Improvement in Psychosocial Functioning 80% 

Improvement in Physical Health 60% 

Improvement in Distress Symptoms 67% 

Improvement in Strengths 93% 

Decrease in School Missed Days 41% 

Improvement in General Health 53% 

 

CHI (Adults) 

Improvement in Emotional Health 90% 

Improvement in Physical Health 57% 

Decrease in Work Days Missed 20% 

Improvement in Behavioral Symptoms 77% 

Improvement in Strengths 87% 

Improvement in Provider Relationship 76% 

Improvement in Confidence in Treatment 70% 

Improvement in General Health 53% 

 

 

Other important activities completed by the RCM team include the Birth Outcome Initiative, crisis plan 

development and provider education.  Four (4) RCM Care Managers are assigned to work with the five 

Bayou Health plans. The RCM unit has established a Birth Outcome Initiative ƛƴ ƭƛƴŜ ǿƛǘƘ ǘƘŜ ǎǘŀǘŜΩǎ 

Birth Outcomes Initiative that connects substance using expectant mothers to appropriate services.  

/ŀǊŜ aŀƴŀƎŜǊǎ ŎƻƳǇƭŜǘŜ ŎǊƛǎƛǎ ǎŀŦŜǘȅ Ǉƭŀƴǎ ǿƛǘƘ ƳŜƳōŜǊǎ ŀƴŘ ŀǘǘŀŎƘ ǘƘŜ Ǉƭŀƴ ǘƻ ŜŀŎƘ ƳŜƳōŜǊΩǎ ŦƛƭŜ 

through the Magellan system.  Also, RCM provides education to emergency departments and providers 

about the existence and role of the RCM program. 

 

In the first contract year, Magellan identified one barrier to connecting with members was members 

not having access to telephones.  A free cell phone program, in partnership with TracPhone and Voxiva 

was implemented in 2013.  In addition to direct outreach to members by TracPhone, care managers and 

other Magellan staff were able to refer members to TracPhone.  This service allows unlimited calls by 

ǘƘŜ ƳŜƳōŜǊ ǘƻ aŀƎŜƭƭŀƴ ŀƴŘ ŀ ǎŜǘ ƴǳƳōŜǊ ƻŦ ƳƛƴǳǘŜǎ ŀƴŘ ǘŜȄǘǎ ŦƻǊ ƳŜƳōŜǊǎΩ ƻǘƘŜǊ ǳǎŜ.   

 



LOUISIANA CARE MANAGEMENT CENTER 
QUALITY IMPROVEMENT ς CLINICAL MANAGEMENT PROGRAM EVALUATION 

March 1, 2013-February 28, 2014 
 

 APPROVED BY LOUISIANA CMC QUALITY IMPROVEMENT COMMITTEE ON 8/14/2014 

CONFIDENTIAL, PROPRIETARY AND TRADE SECRET INFORMATION                                                                                                70 
 

RCM Care Managers, in partnership with the other clinical teams and peer specialists, were integral in 

the success of the High Utilizer Work group detailed under the Care Management Initiatives. 

 

RCM Care Management/Clinical Goals for 2013 included: 

 

¶ Reach enrollment capacity of a minimum of 60 members per FTE RCM Care Manager. 

o This goal was achieved and this standard will remain in place in 2014. 

¶ Complete CHI with 80% of RCM participants. 

o This goal was not achieved.  131 CHI assessments were completed  

o Enhanced reporting capabilities, an incentive program for members who complete 

the CHI and ongoing process improvements will be implemented in 2014 to address 

this. 

¶ Ensure compliance with established workflows. 

o This goal was achieved.  Reviews of individual care manager performance and 

process audits demonstrate consistent application of policies and following of 

workflows. 

¶ Develop proposal and justification for adding more Peer Support Specialists to the program. 

o This goal was partially achieved.  While additional Peer Support Specialists were not 

added to Magellan staff, their role and contribution to the overall clinical program 

were enhanced.  In contract year three, Magellan will work with the Office of 

Behavioral Health and Medicaid to make Peer Support services a reimbursable 

service for adult members.  

¶ Initiate the RCM Care Manager Certification process for relevant staff. 

o This goal was discontinued due to the reorganization of the RCM program into 

Tiered Care Management that will guide RCM in 2014. 

 

In 2014, in addition to those above, RCM goals for 2014 include:  

 

¶ /ƻƴǘƛƴǳŜ ǘƻ ǳǎŜ άƻǇǘ-ƻǳǘέ ƳƻŘŜƭ ƻŦ w/a ŜƴƎŀƎŜƳŜƴǘ ŦƻǊ ƛŘŜƴǘƛŦƛŜŘ high utilizers discussed 

in Care Management Initiatives section. 

¶ Show improved outcomes and decreased utilization of 24-hour levels of care for members 

during and after involvement with RCM. 

 

VIII.  Evaluation of Over/Under Utilization of Services 

 

Magellan is committed to providing quality services to the members served.  One of the pillars of 

Magellan is to ensure members receive services that are individualized, effective, provided in the least 

restrictive setting and medically necessary.  In order to accomplish this goal, it is imperative that 

members receive services at the appropriate level of care while not over or under utilizing services in 
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other levels of care.  The QI department conducts an annual analysis to identify trends in over or under 

utilization of services in Louisiana. Under utilization of services could be impacted by barriers to access, 

lack of member awareness of availability, UM program issues resulting in delays in obtaining 

ŀǳǘƘƻǊƛȊŀǘƛƻƴ ƻǊ ŘŜƴƛŀƭǎ ƻŦ ǎŜǊǾƛŎŜ ǘƘŀǘ ŀǊŜ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ ǘƘŜ ƳŜƳōŜǊΩǎ ƴŜŜŘǎΦ  hǾŜǊ utilization of 

services could indicate the lack of availability of the appropriate alternative services and provider and 

ǇǊŀŎǘƛǘƛƻƴŜǊ ƛǎǎǳŜǎΦ  hƴŜ ƻŦ aŀƎŜƭƭŀƴΩǎ Ǝƻŀƭǎ ƛǎ ǘƻ ŘŜŎǊŜŀǎŜ ǳǘƛƭƛȊŀǘƛƻƴ ƻŦ ƘƛƎƘŜǊ ƭŜǾŜƭǎ ƻŦ ŎŀǊŜ ŀƴŘ 

improve community tenure through the increased utilization of home and community based services.  

This section looks at several utilization management metrics, including EPSDT utilization, to provide a 

comprehensive view of utilization.   

 

To obtain a comprehensive understanding of how members are utilizing services, Magellan evaluates 

several metrics, including but not limited to: 

¶ Inpatient Hospitalization (IP) Mental Health (MH)Admits Per Thousand 

¶ IP MH Average Length of Stay (ALOS) 

¶ IP Substance Abuse (SA) Admits Per Thousand 

¶ IP SA ALOS 

¶ Residential  SA Admits Per Thousand 

¶ Residential  SA ALOS 

¶ Halfway House SA Admits Per Thousand 

¶ Halfway House SA ALOS 

¶ Community Psychiatric Supportive Treatment (CPST)  Average Number of Units (ANOU) 

¶ Psychosocial Rehabilitative Services (PSR) ANOU 

¶ Other Outpatient ANOU 

¶ MST ANOU 

¶ FFT ANOU 

¶ Homebuilders ANOU 

Magellan currently evaluates these metrics for several population groups where appropriate, including 

adult, adult 1915(i), child, child 1915(c) waiver, and child 1915(b3) waiver.  Enhancements to 

monitoring of over/under utilization for these metrics were made during the contract year two through 

the inclusion of control charts.  Control charts allow Magellan to evaluate utilization trends using 

statistical analysis.  It evaluates utilization based on standard deviations from the mean to identify if 

there is statistical over or under utilization detected.   

 

IP Admits, IP ALOS, SA Residential Admits, SA Residential ALOS, and outpatient ANOU provide valuable 

information when analyzing over/under utilization. When evaluating the metrics, it is important to 

consider that trends will become more stable as the data matures.  There is also some degree of 

variability that is expected due to the size of the population (e.g., lower populations have higher 
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variability).  Opportunities for improvement are indicated where over/under utilization is detected over 

a period of time.  The date parameters for the report are March 1, 2012 to February 28, 2014. 

 

Admits/1000 Inpatient Hospitalization Mental Health  

      

Although variation is noted, adult IP MH admits have remained within two standard deviations from the 

mean since implementation in March 2012.   Admits have increased from 40.97 in March 2012 to 45.59 

in February 2014.  The metric does appear to have stabilized around the mean (47.47) over the past 

quarter.  Adult admits per 1000 is higher than the Kaiser national aggregate data (30.1).  It is believed 

that this number is skewed lower due to the inclusion of minors in the Kaiser data, which have a lower 

number of admits per 1000.  The data indicate that child admits per 1000 also appears to have 

stabilized around the mean towards the end of contract year 2.   The mean rate of child admissions 

(8.32) is lower than the adult admits (47.47).  It is believed that this is explained due to the acuity level 

generally seen in adults with Medicaid, which tend to be higher than that of the child population.  This is 

related to the eligibility criteria (e.g., poverty, homelessness, etc.) that place the adult population at 

higher risk for behavioral health problems.   

Admits/1000 Substance Use Residential (SU) 
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The mean number of admits for Adult Substance Use (SU) Residential is 2.75 and the mean for Child SU 

residential is 0.03.  Because of the low numbers represented in these metrics, small shifts can appear to 

be significant.  Both metrics were below the two standard deviation threshold in February 2014 and 

Magellan will monitor to determine if this is a trend that should be identified as an opportunity for 

improvement.   

 

ALOS IP MH  

 

           
 

ALOS for IP MH for adults trended below the mean of 7.43 in the beginning of the second contract year, 

but has since had a steady trend upward towards the mean.  This can be attributed to the efforts of the 

Utilization Management department.  There has been significant shaping at this level of care to ensure 

members are able to discharge to the appropriate lower level of care when medical necessity criteria 

for IP are not met.  The Child IP ALOS mean is 8.23.  The chart does show some peak times where ALOS 

goes above two standard deviations indicating potential overutilization.  Seasonality is an extraneous 

variable that could confound this element. Magellan continues to monitor to ensure that the ALOS 

returns closer to the mean.  In contract year three, Magellan will conduct onsite provider visits with 

providers with high ALOS to collaborate on solutions to reduce ALOS. 

ALOS SU Residential 

 

The mean ALOS for Adult SA is 17.49 days.  The Child SU ALOS mean is a little higher at 21.28 days.  The 

data is trending around the mean for both populations.  Magellan Care Managers actively work with 

providers to shift utilization from programmatic (e.g., 28 days) to individualized treatment models to 

ŜƴǎǳǊŜ ǳǘƛƭƛȊŀǘƛƻƴ ƳŜŜǘǎ ǘƘŜ ƳŜƳōŜǊΩǎ ƴŜŜŘǎΦ  
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Outpatient Average Number of Units (ANOU) 

 

Graphs for Adult and Child CPST, PSR, and other outpatient services are provided below.  CPST data for 

adults and children is trending upward.  PSR and other outpatient services remained within two 

standard deviations from the mean.   Magellan continues to monitor outpatient data in context of 

inpatient and residential utilization with the goal of decreasing utilization at these higher levels of care.   

 

       
 

           
 


